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1. EXECUTIVE SUMMARY 
 
A therapeutic approach is a strategy that helps patients relax and feel satisfied and 
at ease in spite of their disease. The attributes of a therapeutic approach are 
behaviours of the registered nurses towards the patient which involves being polite 
and friendly towards fellow human beings, being there for the patient and non-
judgmental, respecting the patient irrespective of their circumstances and having 
sympathy and compassion towards the patient. In the South African context, there is 
a perception that role modelling of a therapeutic approach in private hospitals is of 
high quality as compared to regional public hospitals because private hospital 
patients are required to rate their experiences during the period of their 
hospitalisation. It is therefore imperative for registered nurses to role model the 
attributes of a therapeutic approach for student nurses in order for the hospital to 
receive high ratings. Role modelling of a therapeutic approach for student nurses 
plays a crucial role when teaching student nurses the art of the nursing profession.  
Student nurses placed at the regional public hospitals in Gauteng for their clinical 
learning requirements often experience role modelling of therapeutic approach 
differently to what they have learned in the classroom. 
 
The purpose of this study was to explore and describe the student nurses’ lived 
experiences regarding the role modelling of a therapeutic approach by registered 
nurses at a regional hospital in Gauteng in order to make recommendations to 
enhance role modelling of therapeutic approach for student nurses.  
 
A phenomenological qualitative, exploratory, descriptive, and contextual research 
design was used. In this study, a purposive sampling method was used to select 
second year student nurses completing their second year in the Bridging course 
programme for enrolled nurses leading to registration as a general nurse (R683) and 
who were willing to participate in the study. Data collection was achieved through 
focus group interviews and analysed using thematic qualitative data analysis 
following Giorgi’s descriptive phenomenological five-step method. Sample size was 
dependent on data saturation.  
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The study was conducted in two phases. Phase 1 focused on the exploration and 
description of the experiences of student nurses with regard to the role modelling of 
therapeutic approach at a regional hospital in Gauteng. Conversely, Phase 2 
focused on the recommendations to enhance role modelling of therapeutic approach 
for student nurses at a regional public hospital in Gauteng. Trustworthiness was 
accomplished using credibility, transferability, dependability, and confirmability. 
Ethical considerations were adhered to.  
 
From the data analysed, one central theme, which reflected that student nurses 
experienced role modelling of therapeutic approach by registered nurses negatively. 
Three main themes that emerged were (1) experienced non-therapeutic 
communication, (2) lack of professionalism and ethical conduct of registered nurses 
and (3) poor quality patient care rendered by registered nurses. The main themes 
and related sub-themes were conceptualised and integrated into relevant literature. 
Recommendations to enhance role modelling of therapeutic approach for student 
nurses at a regional public hospital in Gauteng were made.  
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CHAPTER 1 
OVERVIEW OF THE STUDY 
 
1.1. BACKGROUND AND RATIONALE  
 
A therapeutic approach involves being polite and friendly towards fellow human 
beings, being there for the patient, respecting the patient irrespective of their 
circumstances and having sympathy and compassion for the patient (Rosenberg 
2011: 6). The registered nurses’ approach towards patients signifies the experiences 
of student nurses on role modelling of therapeutic approach (De Klerk 2016: 6). 
 
Cunze (2016: 63) emphasised the characteristics that registered nurses are 
expected to portray, such as positive attitudes and good behaviour, good 
interpersonal skills, confidentiality in their communication, honesty, trustworthiness, 
reliability, respect, integrity, fairness, being approachable, and leading by examples 
for student nurses. The observed behaviours and attitudes support the integration of 
theory and clinical practice ensuring that student nurses experience positive role 
modelling of therapeutic approach during their training (De Swardt, 2012: 57). 
Mossop, Dennick, Hammond and Robbe (2013:134) assert that therapeutic 
approach experiences cannot be successfully simulated in the simulation laboratory 
setting except at the real life clinical setting whereby student nurses will observe and 
imitate registered nurses’ role modelling. Moreover, registered nurses play a 
significant role to role modelling of therapeutic approach to student nurses by role 
modelling during clinical placement. 
 
Role modelling is teaching by example to enable student nurses to imitate 
therapeutic approach (Cleary, Deacon & Hunt, 2011: 7). Passi, Johnson, Peile, 
Wright, Hafferty and Johnson (2013: 422) describe role modelling of therapeutic 
approach as the process in which registered nurses demonstrate clinical skills, 
model and articulate expert thought processes and manifest positive professional 
characteristics. Burgess, Oates and Goulston (2016: 134) respectively defined role 
modelling of therapeutic approach for student nurses as teaching through examples 
and influencing student nurses unconsciously, informally and in an episodic manner.  
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The expectations of student nurses on clinical placement is to learn by working with 
and practicing under the supervision of the registered nurses whose role is to 
facilitate student nurses’ development through role modelling of therapeutic 
approach (Felstead 2013: 223). During clinical placement, student nurses imitate 
registered nurses as their role models and do as they do, including the registered 
nurses approach that might be in contrast to the nursing professional conduct. They 
watch and copy from them. 
 
Since student nurses are novices to inculcate the nursing morals’ seed of a 
therapeutic approach, there is a need for registered nurses whom student nurses 
consider as their role models ‘to practice what they preach’ (Askola, Nikkoen, 
Putkonen, Kylma & Louheranta, 2016: 164). Therefore, the influence of role 
modelling of therapeutic approach for student nurses during clinical placement 
should not be underestimated. Not all the attributes of a therapeutic approach can be 
taught in the classroom, but student nurses will pick up some cues of behaviours 
from registered nurses during their interaction with patients, intuit and internalise 
them. Felstead (2013: 223) assert that role modelling of therapeutic approach for 
student nurses ‘cannot be taught, but can be caught’ by following examples of 
registered nurses. This was supported by Mntambo (2009: 11) who said that ‘it is 
one thing to be taught a therapeutic approach in the classroom, but it is another thing 
to experience role modelling of a therapeutic approach’, and it is easier to imitate 
behaviour than a spoken word (Cunze 2016: 175). However, role modelling the 
attributes of therapeutic approach only when interacting with student nurses can be 
questioned because planned behaviour gives a false impression. Student nurses will 
not be observing an honest reflection of role modelling of  therapeutic approach if  
the registered nurses’ are aware that they are being watched (Felstead 2013: 223). 
Hence, it is imperative for role modelling of a therapeutic approach to take place 
spontaneously throughout all interactions without prior discussion or warning.  
 
Role modelling of therapeutic approach for student nurses in nursing education is 
significant even if it is not included in the nursing curriculum content on how to teach 
it in clinical practice.  Rosenberg (2011: 6) states that therapeutic approach is one of 
the most valuable tools that registered nurses have to build trust with the patients 
and teach student nurses. Through role modelling of therapeutic approach, student 
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nurses become more confident of their bedside care as their interaction becomes 
therapeutic. Role modelling therapeutic approach effectively helps to create a nurse-
patient relationship and the entire staff members. However, the absence of role 
modelling of therapeutic approach by registered nurses may lead to student nurses 
confusion between nursing professional values learned in the classroom and the 
values with which they are confronted and which they are expected to live out in 
clinical practice (Cunze 2016: 8).  
 
Research on nurses’ therapeutic approach has been directed towards patients and 
public at large, however, no research on the experiences of student nurses on 
therapeutic approach by registered nurses. It is against this background that the 
researcher sought to explore and describe the experiences of student nurses on role 
modelling of a therapeutic approach at a regional public hospital in Gauteng in order 
to make recommendations to enhance the role modelling of therapeutic approach for 
student nurses. 
 
1.2. PROBLEM STATEMENT 
 
The media comments always criticise and complaint about nurses’ approach towards 
patients during rendering of nursing care at a regional public hospital in Gauteng 
(Khaya FM:  2016). On several occasions, student nurses have reported various 
clinical experiences, including their experiences regarding role modelling of the 
attributes of a therapeutic approach by registered nurses when interacting with 
patients at a regional public hospital in Gauteng.  
 
A reflective conversation with student nurses regarding their experiences on role 
modelling of therapeutic approach brought to light that they experienced difference 
between the theoretical aspect of therapeutic approach learned in class and what 
they are observing in the clinical setting. The question most frequently asked by 
student nurses during clinical accompaniment relate to ‘whether the attributes of 
therapeutic approach are taught and learned only in the classroom setting or and 
should also be role modelled by registered nurses in the clinical placement’. 
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Mntambo (2009: 11) asserts that ‘although teaching of therapeutic approach and role 
modelling of the attributes of therapeutic approach are frequently in isolation from 
one another, it is only through role modelling that the attributes of therapeutic 
approach can be understood and appreciated by student nurses. In addition, Lovan 
and Wilson (2012: 30) posit that role modelling is ‘teaching by example and learning 
by imitation’, during this period of practical placement, student nurses are expected 
to observe and imitate registered nurses’ manner of approach when interacting with 
patients. This was supported by Begum and Slavin (2012: 332) who assert that 
therapeutic approach should be role modelled as part of the hidden curriculum for 
student nurses to observe a genuine approach. Student nurses’ approach towards 
patients can be developed through role modelling of therapeutic approach by 
registered nurses (Hayajneh 2011: 27).  Furthermore, Noddings (2010: 394) assert 
that successful practice of therapeutic approach depends on the role model and the 
observer’s experience.  
 
1.3. RESEARCH QUESTIONS 
 
The following research questions arose from the problem statement: 
 
 What are the experiences of student nurses on role modelling of a therapeutic 
approach by registered nurses at a regional public hospital? 
 What can be done to enhance role modelling of therapeutic approach for student 
nurses? 
 
1.4. PURPOSE OF THE STUDY 
 
The purpose of this study was to explore and describe the experiences student 
nurses on role modelling of therapeutic approach by registered nurses at the 
regional hospital in Gauteng and from the findings and conceptualisation, 
recommendations to enhance role modelling of therapeutic approach for student 
nurses were developed.  
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1.5. OBJECTIVES  
 
The objectives of the study were as follows: 
 To explore and describe the experiences of student nurses on role modelling of a 
therapeutic approach by registered nurses at the regional public hospital in 
Gauteng. 
 To make recommendations to enhance role modelling of a therapeutic approach 
for student nurses at the regional public hospital. 
 
1.6. DEFINITION OF KEY CONCEPTS 
 
Key concepts are defined to allow understanding and consistency in the way the 
term is used throughout the study (Grove, Gray & Burns, 2015: 192). The definitions 
of key concepts used in this study are provided below: 
 
1.6.1. Experiences 
 
Experience refers to an activity that involves gaining knowledge by being personally 
involved in an event, situation, or circumstance (Burns & Grove 2009: 35). It is a 
knowledge gained through practice and observation (Oxford Advanced Learners’ 
Dictionary 2010: 89). In this study, experience refers to the student nurses’ views, 
occurrences, and impressions on role modelling of a therapeutic approach at 
regional public hospital in Gauteng. 
 
1.6.2. Student nurse 
 
Student nurse is a person registered as such in terms of section 32(1) of the Nursing 
Act No.33 of 2005, undergoing education or training in nursing. In this study, student 
nurse refers to a person who is registered in Regulation (R683) nursing programme, 
is in level two of training, and placed at regional public hospital for clinical practice.  
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1.6.3. Role modelling 
 
According to Burgess, et al. (2016: 134), role modelling is teaching by example and 
influencing student nurses approach unintentional, unaware, and informal in episodic 
events. In this study, registered nurses will teach student nurses the practice of 
therapeutic approach in clinical setting through role modelling while student nurses 
observe and imitate them. 
 
1.6.4. Therapeutic approach 
 
Therapeutic approach refers to the attributes that involve being polite and friendly 
towards fellow human beings, being there for the patients, respecting them 
irrespective of their circumstances, and having sympathy and compassion towards 
them (Rosenberg 2011: 6). In this study, therapeutic approach entails the 
demonstration of gestures such as active listening, trusting, respecting, empathetic, 
offering verbal reassurances, responding to patients and families concerns, genuine 
interest and engagement.  
 
1.6.5. Regional Public Hospital 
 
Regional Public Hospital is any hospital at which provision of health service is in the 
field of internal medicine, paediatrics, obstetrics, and gynaecology, and general 
surgery and is on 24 hours basis (National Heath Act 61 of 2003: 6). In this study, 
Regional Public Hospital refers to a government hospital in the East of 
Johannesburg which is affiliated with one of the Gauteng nursing colleges and 
accredited by the SANC in terms of the Nursing Act (Act no. 33 of 2005) for student 
nurses when placed for clinical learning. 
 
1.7. RESEARCH DESIGN AND METHODS 
 
1.7.1. Research design 
 
According to Grove, et al. (2015: 50), research design is defined as the blue print for 
conducting a study that maximises control over factors that could interfere with the 
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trustworthiness of the results. A qualitative, exploratory, descriptive, 
phenomenological, and contextual design was used for this study. Qualitative 
research is a systematic, interactive, subjective, and holistic approach used to 
describe the lived experiences and give them meaning (Burns & Grove 2011: 42). 
Qualitative research enabled the researcher to obtain in-depth information by 
exploring and describing the lived experiences of student nurses on the role 
modelling of a therapeutic approach by registered nurses at the regional public 
hospital in order to make recommendations to enhance role modelling of a 
therapeutic approach.    
 
1.7.2. Research methods 
 
According to Burns and Grove (2011: 55), research methods are the steps, 
procedures and strategies for gathering and analysing data in the research study. A 
phenomenological research method was used for this study. Phenomenological 
research method provides a description of an experience as they are lived by the 
participants (Burns & Grove 2011: 55). Phenomenological research method was a 
suitable method for discovering the lived experiences of student nurses regarding 
the role modelling of a therapeutic approach by registered nurses at the regional 
public hospital in Gauteng.  
 
This study was conducted in two phases:  
 
Phase 1 was concerned with the exploration and description of the experiences of 
student nurses on the role modelling of therapeutic approach by registered nurses at 
a regional public hospital. Phase 2 included the conceptualisation process that 
entails exploration of literature in order to arrive at meaningful interpretation and 
concluding statements that formed the basis for recommendations to enhance role 
modelling of therapeutic approach by registered nurses.  
 
1.7.2.1 Population 
 
According to Grove, et al. (2015: 250), a population refers to all the elements 
(individual, objects, events, or substances) that meet certain inclusion criteria in a 
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study. In this study, the population refers to all student nurses registered with the 
South African Nursing Council (SANC) in the (Bridging course programme for 
enrolled nurses leading to registration as a general nurse (R683) and are placed in 
the regional public hospital in Gauteng.  
 
1.7.2.2 Sample and sampling method 
 
A sample is a sub-set of the population that is selected for a particular study (Burns 
& Grove 2011: 290). Sampling method is a process of selecting groups of people for 
conducting a study to obtain a sample representing the target group (Grove, et al. 
2013: 351). A purposive sampling method was used. The researcher selected 
second year student nurses registered in the Bridging course programme for 
enrolled nurses leading to registration as a general nurse (R683) and clinically 
placed at the regional public hospital as they were able to provide in-depth 
information on the phenomenon of interest. It included the student nurses who met 
the inclusion criteria and were willing to participate in the study.  
 
1.7.2.3 Data collection  
 
According to Burns and Grove (2011: 43), data collection is a precise, systematic 
gathering of information relevant to the research purpose, objectives and questions 
of the study. Focus group interviews were conducted to gather in-depth information 
from the participants.  A focus group is a data collection method where groups are 
assembled to obtain the participant’s perceptions in focused areas in a setting that is 
permissive and non-threatening (Krueger & Casey, 2015: 2). 
 
Each focus group constituted of six participants. Three focus group interviews were 
conducted by an independent interviewer who has a master’s degree in psychiatric 
nursing and also has experience in qualitative research. This was necessary in order 
to prevent bias as the researcher is the clinical co-coordinator of the level group of 
the participants.   
 
Data collection was conducted until data saturation was reached (Polit & Beck 2012: 
521). Focus group interviews focussed on the following two central questions: What 
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are your experiences on role modelling of therapeutic approach by registered nurses 
at a regional public hospital, and; what can be done to enhance role modelling of 
therapeutic approach for student nurses?  
 
Focus group interviews were recorded with the participant’s permission, using an 
audio tape recorder (Annexure F). Recordings assisted the researcher to obtain 
verbatim transcription of data. The researcher took field notes during the interviews 
in order to increase the credibility of the data collected. The estimated duration for 
focus group interviews was 30 to 45 minutes. Communication skills of probing, 
reflecting, paraphrasing, and making summaries were used to elicit in-depth 
information from the participants (Grove, et al. 2013: 272). 
 
1.7.2.4. Data analysis 
 
Data analysis is a systematic rigorous and thoughtful process that researchers use 
to uncover large patterns about the central phenomenon from the collected data 
(Burns & Grove 2011: 94). It is a technique that reduces, organises and gives 
meaning to the data collected. Thematic coding of qualitative data analysis was 
employed, using Giorgi’s descriptive phenomenological five steps method (2011: 
80).  
 
An independent coder who holds a doctoral degree was used for her knowledge and 
expertise in qualitative data analysis. Similar quotes were grouped together from 
emerging themes to obtain commonalities. A consensus discussion meeting was 
held between the researcher and an independent coder to verify the accuracy of the 
data analysed (Creswell 2014: 196).  
 
1.8. MEASURES OF TRUSTWORTHINESS  
 
To ensure trustworthiness of this study, the researcher used Lincoln and Guba’s four 
evaluative criteria of credibility, transferability, dependability, and confirmability 
(2005: 250).  
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1.8.1 Credibility 
 
Credibility refers to the establishment of confidence in the truth-value of the study’s 
findings that people who share the same view would immediately recognise (Lincoln 
& Guba 2005: 250). The researcher achieved credibility by prolonged engagement 
with participants to build trust for sufficient data collection and in-depth 
understanding of the phenomenon. Triangulation method was used to improve the 
probability that the findings and the interpretation will be found credible. Member 
checking was employed by providing feedback to participants about the emerging 
interpretations to assess adequacy.  
 
1.8.2 Transferability 
 
Transferability refers to the applicability of the study findings in another similar 
context and settings within similar situations (Lincoln & Guba 2005: 250). In this 
study, the researcher provided dense description of demographics of the participants 
and the results supported by direct quotations from the participants.  
 
1.8.3 Dependability  
 
Dependability refers to the stability of findings over time (Lincoln & Guba 2005: 250). 
The researcher ensured dependability through thick description of the research 
methodology, documentation of data during focus group interviews, triangulation, 
member checking, and use of an independent coder for data analysis and coding. 
Stepwise replication method of comparing the researcher and independent coder’s 
findings was also used for accuracy. The code-recode strategy was also adopted. 
 
1.8.4 Confirmability 
 
According to Lincoln and Guba (2005: 250), confirmability refers to a degree to which 
the methodological notes and results of the enquiry could be confirmed for accuracy, 
relevancy and meaning. The researcher ensured confirmability by outlining the 
decisions made throughout the research process, how the data were collected, 
recorded and analysed.  All documents, audiotape recordings and field notes are 
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kept for a period of three years for cross checking. Details of research design and 
methods will be discussed in Chapter 2.  
  
1.9 ETHICAL CONSIDERATIONS 
 
This study was conducted in accordance with ethical principles of autonomy and 
respect for persons, anonymity and confidentiality, non-maleficence and justice 
required for research practice involving humans as set out in (Dhai & McQuoid-
Mason 2011: 166). As stipulated by National Health Act no: 61 0f 2003, a request to 
conduct this study was submitted to the Research Ethics Committee (Annexure A) of 
the University of Johannesburg and the Faculty Higher Degrees Committee 
(Annexure B). The Ethics Committee of Gauteng Regional Public Hospital (Annexure 
C) subsequently approved the study. 
 
1.9.1. Principle of Autonomy and respect for persons  
 
According to Dhai and McQuoid-Mason (2011: 166), the principle of autonomy 
means that the decisions of the participants must be informed, independent and 
respected. This principle applies to the participants’ autonomous choice of making 
their own decision. An information letter with objectives, purpose and benefits of the 
study were given to participants (Annexure D). The researcher obtained informed 
consent (Annexure E) from the participants to participate in the research study. 
Additional permission to use the audio recorder during focus group interviews 
(Annexure F) was sought.    
 
Participants were not under obligation or coerced to participate in the study. Instead 
they were informed about their right to withdraw from the study at any time should 
they so wish and there were no repercussions whatsoever for their decisions. 
Participants were informed that even after deciding to participate; they were not 
obliged to continue to the end of the study if they chose not to. Participants who 
volunteered to participate in the study were requested to sign an informed consent 
form, indicating that their participation was entirely voluntary and without any due 
coercion.  
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1.9.2. Principle of anonymity and confidentiality 
 
According to Dhai and McQuoid-Mason (2011: 166), the principle of confidentiality 
refers to the need for the researcher to treat all the information as confidential and 
not to be shared with others without participants’ authorisation. The researcher 
achieved anonymity and confidentiality by avoiding including identifying information: 
identities of participants, audio tapes and institution where the study took place were 
allocated a code for confidentiality. Furthermore, anonymity was ensured in that the 
research findings would be published without revealing the participants’ identities. 
Only the researcher, study supervisor, co-supervisor and independent coder had 
access to the tape recordings. Data were stored in a locked safe, accessible to the 
researcher and will be kept for a period of three years after publication, thereafter, it 
would be destroyed (Grove, et al. 2013:  177).  
 
1.9.3. Principle of non-maleficence 
 
According to Dhai and McQuoid-Mason (2011: 166), non-maleficence is the principle 
of avoiding harm to the participants. The researcher assessed the risks and benefits 
of the study. The participants were informed that there were no risks associated with 
their participation in the study.  
 
1.9.4. Principle of justice 
 
According to Dhai and McQuoid-Mason (2011: 166), the principle of justice in health 
care refers mainly to equal and fair treatment. The principle of justice in the context 
of research indicates that each person should be treated fairly and should receive 
what is due or owed to them (Burns & Grove 2011: 107). All participants were 
treated fairly without discrimination regardless of age, gender, race, and ethnic 
background (Burns & Grove 2011: 107). Participants were given equal opportunity to 
participate in the study. Participants will be given access to the study results should 
they request the researcher to do so. 
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1.10. POSSIBLE OUTCOME OF THE STUDY 
 
The purpose of the study was to explore and describe the experiences of student 
nurses on role modelling of therapeutic approach by registered nurses at the 
regional public hospital in order to make recommendations to enhance role 
modelling of therapeutic approach. 
 
1.11 SUMMARY 
 
An overview of this study was provided in this chapter. The background and rationale 
of the study were discussed, followed by the research problem statement, research 
questions, purpose, and objectives of the study. The applicable key concepts were 
defined and the research design and methods used were briefly discussed as well as 
detailed description of measures of trustworthiness using (Lincoln & Guba, 2005) 
strategies. The ethical considerations with regard to the execution of the study were 
discussed in detail. Possible outcomes of the study were outlined. The research 
design and method is discussed in detail in Chapter 2.  
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CHAPTER 2 
 
RESEARCH DESIGN AND METHODOLOGY 
 
2.1. INTRODUCTION 
 
The purpose of this chapter was to provide a detailed description of the research 
design and methods that were used in this study. The overall research approach and 
processes are described in detail and justified in order to address the research 
question and meet the objectives of the study.  
 
2.2 RESEARCH DESIGN  
 
A research design is a blueprint for conducting a study with maximum control over 
factors that may interfere with the trustworthiness of the results (Grove, et al. 2015: 
50). Polit and Beck (2012: 741) define a research design as an overall plan for 
addressing the research questions including specifications for enhancing the integrity 
of the study. A research design is a plan according to which the researcher will 
clearly specify what she wants to find out and determine the best way to do it.   
 
The following research design was used to generate knowledge on the phenomenon 
under study (Grove, et al. 2013:  23), which are qualitative, exploratory, descriptive, 
phenomenological design that was contextual in nature. 
 
2.2.1 Qualitative  
 
Qualitative design is a systematic subjective approach used to describe life 
experiences and give them meaning (Grove, et al. 2013:42). It is a way to gain 
insight through discovering meanings and it is mostly associated with words, 
language and experiences rather than measurements, statistics and numerical 
figures (Grove, et al. 2013:51). The purpose of qualitative research design is to 
describe the phenomenon from the participant’s point of view through interviews and 
observations (Grove, et al. 2013:: 51). The qualitative research design was chosen 
for the purpose of exploring and describing the life experiences of student nurses on 
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role modelling of therapeutic approach by registered nurses and give interpretations 
as the nature of this phenomenon was poorly understood (Grove, et al. 2013:  265). 
 
2.2.2 Exploratory  
 
Exploratory research design is used to increase knowledge in the field of study with 
the intention of describing the topic to promote understanding (Grove, et al. 2013: 
66). In addition, exploratory research provides insights and attempts to offer 
understanding of a full nature of a phenomenon. The exploratory research design 
was conducted to gain new insight, discover new ideas, increase the knowledge and 
promote the understanding of role modelling of therapeutic approach (Grove, et al. 
2013: 27).  
  
2.2.3 Descriptive  
 
 According to Edmond and Kennedy (2013: 130), descriptive research design 
involves the description of the individual events or experiences, factors supporting 
the events and how the events or experiences impact on the participants. In this 
study, the researcher described the experiences of student nurses on role modelling 
of therapeutic approach by registered nurses. 
 
2.2.4. Phenomenological 
 
The purpose of phenomenological research design is to capture the lived 
experiences of the study participants (Grove, et al. (2013: 60). A phenomenological 
study encompasses a descriptive approach. A phenomenological research design 
was used to describe the meaning of lived experiences of student nurses on the role 
modelling of therapeutic approach by registered nurses (Creswell 2013: 51).  
 
2.2.5. Contextual design 
 
According to Grove, et al. (2013: 48), contextual design includes the body, the 
particular world and the specific concerns that are unique to individuals and within 
which individuals can be understood as the philosophical element of qualitative 
16 
 
research. The context within which this study took place was a specific public 
regional hospital in Gauteng that caters for a large number of multidisciplinary 
students placed by different health care disciplines such as Bridging Course 
programme for enrolled nurses leading to registration as a general nurse (R683). 
This study was contextual in nature as the researcher immersed herself in the 
natural setting of the study seeking a better understanding of the student 
experiences in this specific public regional hospital. 
   
2.3. RESEARCH METHODS 
 
According to Grove, et al. (2013: 55), research methods are processes or plans for 
conducting the specific steps of the study. This study was conducted in two phases: 
Phase 1 focused on exploration and description of the experiences of student 
nurses on role modelling of therapeutic approach by registered nurses at the 
regional public hospital. Phase 2 included the conceptualisation process that 
involved exploration of literature and integrating the findings within relevant existing 
literature in order to arrive at the meaningful concluding statements that formed the 
basis for the recommendations to enhance role modelling of therapeutic approach by 
registered nurses. 
 
PHASE 1: The exploration and description of the experiences of student 
nurses on role modelling of therapeutic approach by registered 
nurses at the regional public hospital.  
 
The research methods that were used include the description population, sample 
and sampling method, data collection method, data analysis and measures of 
trustworthiness. 
 
2.3.1 Population 
 
A population refers to all elements (individual, objects, events or substances) that the 
study will focus on (Grove, et al. 2015: 250). In this study, the population constituted 
of all student nurses registered with the SANC in the Bridging Course programme for 
enrolled nurses leading to registration as a general nurse (R683).  
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2.3.1.1 Accessible population 
 
Accessible population refers to the portion of the target to which the researcher has 
a reasonable access (Grove, et al. (2013:  51). The accessible population for this 
study were student nurses who were available at clinical placement at the regional 
public hospital in Gauteng and willing to participate.  
 
2.3.1.2 Target population 
 
Grove, et al. (2013: 351) define a target population as the entire set of individuals 
who meet the sampling criteria in a study. In this study, the second year bridging 
student nurses placed in this regional public hospital were chosen as they 
possessed common characteristics (Holloway & Wheeler 2010: 137).  
 
2.3.2 Sample and sampling method 
 
A sample is a subset of the population that is selected for a particular study (Burns & 
Grove 2011: 290). In this study, the sample included student nurses who met the 
following criteria: 
 
 All participants enrolled in the second year of training of (R683) and were at 
clinical placement at regional public hospital under study for their ward 
management learning outcomes 
 Participants who were willing to participate in the study. 
 
Sampling is defined as a researcher’s process of selecting sample from a population 
in order to obtain information regarding the phenomenon under study (Holloway & 
Wheeler 2010: 137). In this study, the sample consisted of 18 student nurses who 
were purposively selected. The sampling method was appropriate as the participants 
were knowledgeable and had rich information on role modelling of therapeutic 
approach (Grove, et al. 2013: 365). The sample size was determined by data 
saturation. Data is saturated when no new data emerges (Grove, et al. 2013: 292). In 
this study, data saturated after 18 participants. The age group was between 35 and 
54 years.  
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 2.3.3 Data collection  
 
According to Grove, et al. (2013: 43), data collection is a precise, systematic 
gathering of information relevant to the research purpose, objectives and questions 
of the study. In this study, data collection was done by means of focus group 
interviews. Focus group interviews entail a series of discussion with a group of 
participants, which is carefully designed to gather information and obtain different 
thoughts and experiences of student nurses, and occurs in a permissive, non-
threatening environment (Krueger & Casey 2015: 2). The following guidelines for 
conducting focus group interviews as outlined by Krueger and Casey (2015: 116) 
were followed. 
 
Guidelines to conduct the focus group interviews: 
 
2.3.3.1 Preparations 
 
The researcher recruited and invited the potential student nurses from regional 
public hospital to participate in the study. An information letter with an overview of 
the study was given to participants during the debriefing session (Annexure D).  
 
The researcher arranged a convenient and conducive debriefing venue in the clinical 
department away from distractions such as noise and ringing telephones. More 
importantly, the focus group meeting date and time that did not interfere with their 
learning schedule was selected. The researcher arranged six chairs in a circle 
seating to allow eye contact, free communication between the participants and the 
interviewer, allowing the participants to express their views without being judged and 
also for the researcher to observe any non-verbal cues necessary to add to the data 
(Krueger & Casey 2015: 4).  
 
Each focus group interview sessions was conducted in the morning between 08:00-
12:00 on Wednesdays and Fridays until data saturation was reached. Saturation of 
data was reached at the third group. Each interview sessions lasted for 30 to 45 
minutes and refreshments were served after each interview.  A tape recorder was 
used with the permission from the participants to record interviews to assist the 
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researcher during data analysis for verbatim transcriptions and capturing details for 
thick description of the findings.     
 
The participants were issued with generated name codes as a means of 
identification instead of calling each other by names and were encouraged to use 
those generated name codes on name cards to ensure complete anonymity. The 
researcher and the participants set the ground rules that included having cell phones 
switched off to emphasise mutual respect, flexibility, openness, and unconditional 
acceptance of each other’s views.  
 
 2.3.3.2 Technique, skills and attitude 
 
The researcher welcomed all the participants and created a non-threatening friendly, 
warm, comfortable, and relaxed atmosphere. The researcher made the participants 
aware that their contribution would add value to the study therefore encouraged each 
one of them to take part in the discussion. The independent interviewer facilitated the 
focus group interviews, and the researcher mended the tape recording and took field 
notes of any reactions of the participants. This included cues, facts, opinions, 
emotions, and unexpected information that could add value to the study.  
 
The focus group interviews were guided by the following two open-ended questions: 
 
 What are your experiences on role modelling of a therapeutic approach by 
registered nurses at a regional public hospital? 
 What can be done to enhance role modelling of a therapeutic approach by 
registered nurses at a regional public hospital? 
 
During focus group interviews, the following communication skills were used: 
probing, active listening, paraphrasing, reflecting, clarification, and summarising to 
elicit in-depth information from the participants, elaboration and better understanding 
of their responses (Groove, et al. 2013: 272). Follow-up questions emerged from the 
participant’s responses for clarification, more and active participation and in-depth 
information from the participants. Non-verbal behaviour such as smiling, nodding 
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were used to signal encouragement and promote open and free conversation 
(Groove, et al. 2013: 272). 
 
2.3.3.3 The role of the researcher and independent interviewer  
 
The researcher had a briefing session with the participants to establish rapport and 
trust since the buy-in of participants was important as it allowed them to tell their 
experiences on role modelling of therapeutic approach by registered nurses at the 
regional public hospital in a non-threatening environment (Polit & Beck 2010: 353). 
The researcher answered all questions from the participants to clarify any 
information not understood with the emphasis of the research purpose.  
 
The independent interviewer asked open-ended question to allow participants to 
share their lived experiences. The researcher‘s perspectives regarding the 
phenomenon were set aside. The independent interviewer asked follow up questions 
as determined by participants’ responses. Probing technique was used to encourage 
discussion and generate more information from the participants and paraphrasing 
gave the interviewer the opportunity to confirm her understanding of a participant’s 
point (Murphy & Dillion, 2011: 161).  
 
The independent interviewer used reflection to encourage participants to make 
specific and precise responses (Varcaloris & Halter 2010: 93). The independent 
interviewer purposefully applied refocusing when the participants were deviating 
from the main phenomenon (Murphy & Dillion 2011: 173). The independent 
interviewer maintained balance in the discussion to prevent dominant talkers from 
over-powering shy participants by using verbal shifting tact, assuring that all 
participants equally share important perceptions and views to express. At the end of 
each focus group interviews, the independent interviewer summarised several ideas, 
opinions and feelings, and highlighted main ideas the participants expressed. 
Through summarising, the researcher was able to capture the essence of what the 
participants presented such as areas that were not touched (Murphy & Dillion 2011: 
161). Participant’s approval of the summary as a true reflection of what was 
discussed and a concluding statement was made after they had exhausted all ideas 
and no new information emerged. 
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2.3.4 Field notes  
 
Field notes are written accounts of things that the researcher hears, sees and 
experiences during the course of the interviews (De Vos, Strydom, Foucher & 
Delport 2011: 353). The researcher took field notes during the focus group interviews 
to enrich data. Field notes were used to assist the researcher in remembering and 
exploring the dynamics of the entire process of interviews. Field notes covered 
observations that included hand gestures, tone of voice, repetitions, stammering, 
and emotions displayed by participants during focus group interviews. These field 
notes are captured in green in the discussion of the findings in Chapter 3 to provide 
the reader with clarity. 
 
2.3.5 Data analysis 
 
De Vos, et al. (2011: 397) describe data analysis as a process of bringing meaning 
to data collected. Thematic data analysis was used in this study. The researcher 
employed thematic descriptive data analysis in this study. Thematic data analysis is 
a qualitative analytic method that identifies themes within the data, using 
participants’ phrases obtained during focus group interviews (Holloway & Wheeler, 
2010: 208). An independent coder with expertise in qualitative data analysis was 
used. The following Giorgi’s descriptive phenomenological five-step methods 
(Giorgi’s 2011: 80) were followed during data analysis to ensure consistent, clear 
focus, in-depth understanding, interpretation, and integration of the data collected. 
 
a) Assume phenomenological attitude 
 
 It involves the researcher’s recognition and putting aside (bracketing) previous 
presuppositions, cultural, theoretical, or experiential knowledge and attempting 
to look at the data with clear mind. 
 In this study, the researcher ‘bracketed’ her own preconceived beliefs and 
opinions on the role modelling of therapeutic approach for student nurses in 
order to obtain data from the participants’ perspective. 
 The researcher made comments on thoughts recorded as field logs that made 
links across the data.  
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 The researcher then wrote a draft summary. 
 
b) Read entire written account for a sense of the whole 
 
 It involves reading through the interviews several times to attain a sense of the 
whole.  
 Information was obtained and transcribed from the focus group interviews and 
the recorded data from the audio tape recordings. 
 The information was analysed together with the field notes taken to gain an 
understanding of the participants’ responses. 
 In this study, the researcher read the findings several times in order to correctly 
interpret and elicit the correct understanding and meaning of the data. 
 
c) Delineate meaning units 
 
 It involves determining the natural meaning units as expressed by the 
participants. 
 The researcher repeatedly read the transcripts and identified the separate 
meaning entities. 
 Each transcript was read several times, highlighting individual meaning units.  
 Meaning units that agreed with each other were further clustered together into 
themes and sub-themes.   
 
d) Transform the meaning units into sensitive statements 
 
 It involves reviewing the identified meaning units and themes against the 
purpose of the study.  
 In this study, the identified meanings and themes were reviewed in light to what 
they were telling the researcher regarding role modelling of therapeutic 
approach at regional public hospital.   
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e) Synthesise a general structure of experience base on the constituents of the 
experience 
 
 It involves forming of important non-conflicting themes together in a descriptive 
statement. 
 The researcher compiled, re-analysed and interpreted the findings from the 
study. 
 A synthesis and a summary of all the findings together with a detailed 
description and explanation of the meanings that was drawn from the data in 
relation to the research questions were systematically written. 
 An independent coder was given protocol of data analysis.  
 
Phase 2: Conceptualisation of the findings and development of 
recommendations 
 
According to Polit and Beck (2012: 128), conceptualisation refers to the clarification 
and the analysis of the themes and sub-themes in a study, and the way in which 
one’s research is integrated into the existing conceptual framework. It involved 
exploration of literature in order to arrive at meaningful interpretation and concluding 
statements which formed the basis for the recommendations to enhance role 
modelling of therapeutic approach. 
 
2.3.6 Measures of trustworthiness  
 
Trustworthiness is described as a degree of confidence held in a research study 
(Polit & Beck 2012: 570). The researcher used (Lincoln & Guba 2005: 250) 
strategies to ensure trustworthiness in qualitative research. These strategies 
included credibility, transferability, dependability, and confirmability. The strategies to 
establish trustworthiness of this study were described below: 
 
2.3.6.1 Credibility 
 
Credibility refers to by Lincoln and Guba (2005: 250) as the confidence in the truth, 
description and interpretation of the data on a situation that people who share the 
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same view would immediately recognise. The researcher achieved credibility through 
using the following techniques:  
 
 Prolonged engagement 
 
According to Lincoln and Guba (2005: 250), prolonged engagement is the 
investment of sufficient time to achieve certain purpose. The researcher spent ample 
time with the participants during a debriefing session to build a trusting relationship 
and clear any distortions. Focus group interviews were conducted until saturation of 
data was reached. The researcher immersed herself in the data by continuously 
listening to the tape recordings and repeatedly reading the transcripts over and over 
again before verbatim transcription took place.  
 
 Triangulation 
 
According to Lincoln and Guba (2005: 250-260), triangulation is the use of multiple 
methods to improve the probability that the findings and interpretations will be found 
credible. Focus group interviews, field notes and tape recordings were used as 
source of data collection that were explored and used to support the emerging 
themes and sub-themes. An independent interviewer and coder were used as other 
sources during data collection and analysis processes. 
 
 Member checking 
 
Member checking is a process in which the researcher asks the participants in the 
study to check the accuracy of the collected data (Lincoln & Guba 2005: 250). The 
researcher ensured member checking by rephrasing and reflecting on participants’ 
comments so that the participants can verify the accuracy of the interpretations. Data 
were summarised at the end of each focus group interviews and then sought the 
participants’ approval of the summary as true reflection of what was discussed. An 
independent coder was used to verify data for accuracy during data analysis. A 
consensus meeting with an independent coder to verify the analysed data was held.  
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2.3.6.2 Transferability 
 
Transferability is defined as the extent to which the findings from the data analysis 
can be applied and transferred to other settings (Lincoln & Guba 2005: 250). During 
the focus group interviews, data were collected until saturated. The researcher 
provided dense description of demographics of the participants, research method 
and designs, conceptualisation phase and the results were supported by direct 
quotations from the participants.  
 
2.3.6.3 Dependability  
 
According to Lincoln and Guba (2005: 250), dependability refers to the stability of the 
study results over time.  A dense description of the research method and careful 
documentation of data and findings during focus group interviews were provided for 
prospective researchers to use should they want to transfer the study to other 
contexts. The researcher achieved dependability through consulting with the study 
supervisors and qualified independent coder to analyse the data and a consensus 
meeting was held to agree on the themes and sub-themes. In order to facilitate 
dependability in this study, the following measures were undertaken:  
 
 The code-recode strategy was adopted throughout the research process. The 
researcher coded the data and after a week recoded to assess accuracy and 
consistency of the findings. This enables other researchers to understand the 
methods used and their effectiveness, and possibility of adopting the same 
research design and methods.  
 
 Audit trail was done by the two study supervisors who hold a PhD in 
qualitative research. The researcher gave detailed description of all the 
research processes taken from the commencement of the study to the 
development and reporting of the findings. All records of the study, including 
data transcripts, study permissions, supervision recommendations, and 
corrections are kept for the period of three years after publication of the results.  
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 Stepwise replication through which separate enquiries were made and the 
comparison of the researcher and the independent coder’s data and findings for 
accuracy was done. Communication between the researcher and the 
independent coder is the key to ensuring consistency and reliability of data.   
 
 
2.3.6.4 Confirmability 
 
According to Lincoln and Guba (2005: 250), confirmability refers to a degree to which 
the results of the enquiry can be confirmed by other researchers for accuracy, 
relevance and meaning. It also refers to the objectivity and neutrality of the data. The 
researcher kept field notes and audiotapes for the period of three years after data 
publication to account for events as they took place for establishing reflexivity which 
assisted the researcher to bracket one’s preconceived ideas about the experiences 
of student nurses on role modelling of therapeutic approach by registered nurses to 
avoid misinterpretation of the participants’ experiences. An audit trail was done 
throughout the study to demonstrate the accuracy of how each decision was made, 
how themes and sub-themes were developed and the interpretations of the findings 
thereof. Table 2.1 summarised how these measures of trustworthiness were applied 
in this study: 
  
Table 2.1: Application of strategies that were used to ensure trustworthiness: 
 
STRATEGY CRITERIA APPLICATION 
Credibility Prolonged 
engagement 
The researcher spends time with the participants 
during a debriefing session to build a trusting 
relationship and clear any distortion. 
 
Focus group interviews were conducted until 
saturation of data was reached, thereby preventing 
premature closure.  
 
The researcher immersed in the data by 
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continuously listening to the tape recordings and 
repeatedly reading the transcripts over and over 
again.  
Triangulation The researcher employed different methods of data 
collection, namely: focus group interviews, 
audiotape recordings and field notes to support the 
emerging themes and sub-themes. 
 
An independent interviewer and coder were also 
evidence of other sources that were used during 
data collection and analysis processes. 
Member 
checking 
 
The researcher used communication skills of 
summarising, clarification and paraphrasing during 
focus group interviews.  
 
The researcher asked the participants in the study 
to check the accuracy of the collected data. 
 
An independent coder was used to verify data for 
accuracy during data analysis. 
Transferability  Prolonged 
engagement 
During the focus group interviews, data were 
collected until saturated.  
 
The researcher provided dense description of 
demographics of the participants, research 
methods and design, conceptualisation phase and 
results were supported by direct quotations from 
the participants.  
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Dependability  Triangulation A thick description of the research method and 
careful documentation of data and findings during 
focus group interviews was provided.  
 
An independent coder was used to analyse the 
data. 
 
A consensus meeting was held to agree on the 
themes and sub-themes. 
 Audit trail Was done by the two qualified supervisors who 
hold a PhD in qualitative research. 
 
The researcher gave detailed description of all the 
research processes taken from the commencement 
of the study to the development and reporting of the 
findings.  
 
All records are kept for the period of three years 
after publication of the results.  
Stepwise 
replication 
Separate enquiries were made and the comparison 
of the researcher and the independent coder’s data 
and findings for accuracy was done.  
 
Communication between the researcher and the 
independent coder is the key to ensuring 
consistency and reliability of data.  
Code -recode 
strategy 
The researcher coded the data and after a week 
recoded to assess accurate and consistent of the 
findings.  
Confirmability Triangulation Field notes and audiotapes are kept for the period 
of three years. 
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An audit trail An audit trail was done throughout the study to 
demonstrate the accuracy of how each decision 
was made, how themes and sub-themes were 
developed and the interpretations of the findings 
thereof.  
 
2.4 SUMMARY 
 
This chapter discussed research design and methods. A detailed description of the 
qualitative research design and methodology to ensure rigour of the study were 
described. This chapter described the population, sample and sapling method, data 
collection, data analysis and measures to ensure trustworthiness to explore and 
describe the experiences of student nurses on role modelling of therapeutic 
approach at public regional hospital in Gauteng. Chapter three focuses on the 
detailed description of the findings and literature review. 
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CHAPTER 3 
 
DESCRIPTION OF FINDINGS AND CONCEPTUALISATION 
 
3.1. INTRODUCTION 
 
This chapter presents a detailed description of the experiences of student nurses on 
role modelling of a therapeutic approach by registered nurses at this regional public 
hospital. 
 
All participants were asked the following two central questions: 
 
 What are your experiences on role modelling of a therapeutic approach by 
registered nurses at this regional public hospital? 
 What would you recommend to enhance role modelling of therapeutic 
approach? 
 
3.2. DESCRIPTION OF FINDINGS AND CONCEPTUALISATION 
 
One central theme with three main themes and related sub-themes emerged from 
the data analysis. The findings obtained from the focus group interviews were 
integrated into literature to add meaning and credibility of data.  
 
Table 3.1 below outlines the themes and related subthemes that will be discussed in 
detail. Direct quotes from the participants are presented in italics green and field 
notes are captured in blue. 
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Table 3.1: Themes and related sub-themes  
 
3.2.1. CENTRAL THEME:  Student nurses experienced role modelling of 
therapeutic approach by registered nurses negatively. 
MAIN THEMES SUB-THEMES 
1. Experienced non-therapeutic 
communication. 
 
 
1.1 Negative attitudes of registered nurses 
towards patients 
 
1.2 Lack of provision of patient information 
 
1.3 Poor handling of patients complaints 
 
1.4 Racial discrimination, re- handling of 
patients’ complaints. 
2. Lack of professionalism and 
ethical conduct of registered nurses.  
2.1 Failure to maintain patients’ right to 
privacy, confidentiality, dignity and 
respect. 
 
2.2 Shortage of registered nurses and its 
effects.  
3. Poor quality patient care rendered 
by registered nurses.  
3.1 Neglecting of patients. 
3.2 Lack of patient advocacy. 
 
3.2.1 Central theme: student nurses experienced role modelling of therapeutic 
approach by registered nurses negatively.  
 
Burton and Ormond (2011: 173) define experience as a cyclic process that requires 
a person to be actually immersed in, involved, reflect and gather information in the 
clinical learning situation. A negative experience is an unpleasant life event that 
lacks enthusiasm and interest, demotivates, denying the person developmental 
growth, proficiency, and positive emotions like hope and gratitude (Dore, Boccagno, 
Hubbard, Long, Weber, Stern & Ochsner 2017: 243). In this study, participants had 
negative experiences on role modelling of therapeutic approach by registered 
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nurses. The negative experiences were articulated as non-therapeutic 
communication, lack of professionalism and unethical conduct of registered nurses 
and poor quality patient care rendered by registered nurses.  
 
Theme 1: Experiences of non-therapeutic communication 
 
Amoah, Anokye and Boakye (2018: 2) define ‘therapeutic communication’ as a face-
to-face process of interaction that focuses on advancing the physical and emotional 
wellbeing of the patient, strengthens nurse-patient relationship, creates a good 
atmosphere for health care delivery and serves as a means to role model therapeutic 
approach for student nurses. Non-therapeutic communication involves various 
words, phrases, actions, and tones that make the patient feels uncomfortable, 
increase their stress, worsen their overall mental and physical wellbeing and hinders 
positive experiences of student nurses on role modelling of therapeutic approach 
(Van Den Heever 2012: 6). Moodley (2012: 47) asserts that although therapeutic 
communication approach with patients is increasingly understood as a key to 
effective patient care in the health care settings and role modelling for student 
nurses, the quality of training of nurses to promote and enhance it is lacking.  
 
Participants experienced non-therapeutic communication by registered nurses, 
which was expressed as negative attitudes of registered nurses towards patients, 
lack of provision of patient information, poor handling of patients complaints, and 
racial discrimination re-handling of patient’s complaints. The student nurses’ 
experiences of non-therapeutic communication approach by registered nurses such 
as shouting at patients and being unapproachable limited the student nurses’ real 
opportunities to observe and learn therapeutic communication skills during their 
clinical placement.  
 
This is evidenced by the following verbatim quotes from the participants: 
 
“The registered nurse who was sister in charge shouted at the patient, 
forgetting that the other patients are listening; it is very bad”. 
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“She (registered nurse) just talks with the patients the way she wants. When 
patients see her, they make statements like ‘oh…u khona ke namhlanje’ (meaning 
–she is here today). 
“When there is high workload …shooo!!! They (registered nurses) will shout at 
patients without even considering their age”. 
 
“When the patient explained to her (registered nurse) that she stopped 
menstruating yesterday, the registered nurse started shouting at the patient in 
front of other patients”.  
 
Mkhwanazi (2012: 1) concurs that non-therapeutic communication of registered 
nurses is a challenge because patients are reporting to be scolded by nurses when 
they ask to be attended to. The findings of the study conducted by Ndou, Maputle 
and Risenga (2015: 4) revealed that the shouting of patients by the health care 
providers and sending them home without help does not only compromise nurse-
patient therapeutic relationship, it also hinders student nurses’ positive experiences 
on role modelling of therapeutic approach. The consequence of non-therapeutic 
communication approach is that it minimises opportunities for training and 
development of student nurses on therapeutic communication approach (Ajani & 
Moez 2011: 3928). Newton, Henderson, Jolly, and Greaves (2015: 93) report that 
non-therapeutic communication approach lead to confusion and conflict between 
registered and student nurses when they observe their role models shouting at 
patients.  
 
Another participant reported as follows: 
 
“When you approach the sister (registered nurse) to correct the situation that 
impact negatively on patient, for example,…let’s screen for the patient, the 
manager (registered nurse) will say ‘hai, no man, eish, you are wasting our time, 
when are we going to finish up’. Sometimes when you approach them, some will 
say ‘oh, lo…Shem, u ziyenza nxono’ meaning ‘she thinks of herself being better 
than others’ ”.  
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Calson and Idvall (2014: 1130) argue that non-therapeutic communication approach 
of registered nurses results in student nurses taking shortcuts to complete their tasks 
quickly and missing opportunities which would have allowed them to learn 
therapeutic communication approach. Registered nurses as role models should be 
sensitive in their communication with both patients and student nurses in order  to 
positively role model therapeutic approach, the perception being that their 
communication approach could ‘either make or break student nurses’ interest to 
learn clinical skills (Cunze 2016: 82). As a result of non-therapeutic communication 
approach, student nurses are unable to accept feedback regarding their 
communication with patients and they perceive their development of communication 
approach at clinical setting as not important to the registered nurses (Yoo & Park 
2015: 170). However, negative feedback and criticisms about student nurses 
communication approach is welcomed, but registered nurses should at least use a 
constructive, therapeutic communication  approach and be given in private, because 
‘what you give in  is what you get out’ (Cunze 2016: 82).  
 
Non-therapeutic communication approach of registered nurses does not only affect 
patients, but it also negatively influence the entire staff and make it difficult for 
student nurses to achieve learning outcomes, and little professional development in 
therapeutic communication will occur during that specific clinical placement (Chuan 
& Barnett 2012: 192). This result in student nurses left uncertain about their own 
communication approach towards patients and the entire health care team. 
 
When participants were asked, what could be done to improve therapeutic 
communication approach by registered nurses, they responded as follows: 
 
“I suggest that the management initiate and implement peer and self-evaluation 
on therapeutic communication approach of the registered nurses towards the 
patients in the unit and provide feedback”. 
 
The participants understood that non-therapeutic communication approach of 
registered nurses cannot be taken-for-granted as it impacts on patients care and 
their benefits of learning how to communicate therapeutically with patients. 
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Moreover, Nel, Ally and Dlamini (2016: 11) concur that managers should consider 
the implementation of Peer Review Team (PRT) which will contribute to holding 
registered nurses and team members accountable for their non-therapeutic 
approach. In addition, Dubi, Becker and Tekian (2015: 534) report that feedback on 
peer and self-evaluation of nurses is essential for motivation of registered nurses to 
improve role modelling of therapeutic approach for student nurses in the clinical 
setting.  
The participants further reported as follows: 
 
 ‘Management must investigate and find the root cause of such negative 
approach.  
  
Nel, et al. (2016: 8) assert that registered nurses are blamed and labelled negative  
for their non-therapeutic communication approach towards the patients without 
properly identifying the root cause of such behaviour. Yee-Melichar, Flores and 
Cabigao (2014: 164) concur that investigating the root cause would enhance role 
modelling of therapeutic approach. In the same vein, Tomas (2017: 4) concurs that 
there is a need to seek information on the various factors that contribute to nurses’ 
non-therapeutic communication approach when rendering patient care. Therapeutic 
communication approach helps to create a relationship of trust and respect that will 
develop student nurses to learn therapeutic communication skills. Therefore, 
managers have a legal and professional responsibility to help and support registered 
nurses to use therapeutic communication approach skills that will allow professional 
socialisation of student nurses (Yee-Melichar, et al. 2014: 164). 
 
Based on what the participants have articulated, with support from related literature, 
the researcher is of the opinion that role modelling of therapeutic communication 
approach by registered nurses in the clinical setting is essential for students as they 
have already acquired the theoretical version of it. Registered nurses must guide 
student nurses to integrate therapeutic communication approach in their day-to-day 
clinical learning experiences. They must lead by example, be approachable and be 
able to create an environment in which student nurses are inspired to ask questions 
regarding therapeutic approach. 
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In conclusion, registered nurses should recognise that role modelling of therapeutic 
communication approach for student nurses is the same as investing in the student 
nurses of today for the nursing profession to produce a nurse well equipped with 
approachable and competent communication skills. Registered nurses must be 
mindful of the way they communicate with student nurses and patients because it 
could hinder the role modelling of therapeutic communication approach. Therapeutic 
communication should be incorporated in the hospital and units philosophy to remind 
nurses and student nurses how important it is to the upcoming nurses and the image 
of the profession. 
 
Sub-theme 1.1: Negative attitude of registered nurses towards patients 
 
According to Tomas (2017: 6), ‘negative attitude refers to acts or conduct that is 
undesirable, unwanted or disliked by the patients’. Nursing is a caring profession 
characterised by care and compassion. The expectation is that nurses should have a 
caring attitude in order to render holistic nursing care. Patients, on the other hand, 
assume that they will be treated with such caring attitude. Not only patients have 
such expectations, student nurses too also expect registered nurses to portray good 
behaviour that can be demonstrated in their day-to-day clinical practice. However, if 
registered nurses as role models have negative attitudes towards patients, it can 
affect role modelling of therapeutic approach.  
 
Participants reported negative attitudes of registered nurses towards patients as 
emanating from non-therapeutic communication which affects role modelling of 
therapeutic approach. Participants expressed negative attitude as characterised by 
lack of demonstration of kindness, compassion for patients and disinterested in 
teaching and learning of student nurses. This is evidenced by the following verbatim 
quotes from the participants:  
 
“When the patient reports to the registered nurse that the vacoliter is empty and 
it is causing pain, the registered nurse will say ‘they will change it’, leaving the 
patient unattended in pain”. 
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“The therapeutic approach is poor because you find that the doctor has 
prescribed pethidine for the patient post operatively, the registered nurse will 
say ‘don’t give’, where will she get it when she is at home, she will get used to 
the drugs and leaving the patient in pain. What if it was me feeling pain and the 
doctor has prescribed something for me to relieve that pain and then somebody 
is not giving me; it does not sit well with me”(sad). 
 
Tomas (2017: 1) argues that the negative attitude displayed by registered nurses 
compromises quality patient care and student clinical learning opportunities on 
therapeutic communication approach. It is therefore essential for registered nurses to 
display positive attitude when interacting with patients and teaching student nurses 
the art of therapeutic communication approach. Furthermore, Haskins, Phakathi, 
Grant, and Horwood (2014: 32) report that dissatisfaction among patients was 
related to the negative attitude of registered nurses which is observed by student 
nurses as non-therapeutic and intolerable for patients. 
 
 Lamiani, Leone, Meyer and Moja (2011: 989) report that negative attitude of 
registered nurses compromised therapeutic approach knowledge taught in 
classroom from being applied. The attitude of registered nurses towards patients 
plays a significant role in influencing student nurses’ attitude also during clinical 
experience (Allan, Smith & O’Driscoll 2011: 848).  
 
Participants said: 
“The attitude was very bad. The registered nurse does not even greet the 
patients. She just enters with the medicine trolley and put the medication there 
by the patient’s locker”. 
 
In support of the above findings, Tomas (2017: 25) asserts that nurses do not 
introduce themselves to patients and they are rude to them. In the same vein, Clwyd 
and Hart (2013: 16) concur that registered nurses frequently did not make time to 
speak to patients in a friendly or concerned way. This was not what patients and 
student nurses expect from nurses providing care because student nurses expect to 
experience registered nurses’ positive attitudes in the clinical setting. 
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Haskins, et al. (2014: 28) concur that negative attitudes of registered nurses 
characterised by not caring about how they communicate with patients, being rude 
and shouting at them are some of the issues that contribute to student nurses’ 
negative experiences on role modelling of therapeutic approach. Banaser, Stoddart 
and Cunningham (2017: 5) found that unfriendliness and impoliteness of registered 
nurses in the clinical setting decreases the student nurses’ ability to communicate 
therapeutically and impacts their experiences on the role modelling of therapeutic 
approach. 
 
Participants expressed talking to patients in a disrespectful manner and treating 
them like they are not human beings as negative attitude and non-therapeutic 
communication approach. This is evident by the following participant’s quotation: 
 
“She (registered nurse) just talk the way she want without showing some 
respect, and even patients, when they see her or him, they make comments 
saying ’oh…u khona ke namhlanje”…( meaning –she is here today”. 
 
Chuan and Barnett (2012: 193) assert that patients experience high level of 
satisfaction in the clinical environment where they are treated with respect. To 
ensure positive role modelling of therapeutic communication approach, registered 
nurses must create a unit atmosphere of respect for patients and other staff 
members. Magnani, Di Lorenze, Bari, Pozzi, Del Giovane and Ferri (2014: 59) 
concur that student nurses experience positive clinical learning on therapeutic 
communication approach when registered nurses portray positive attitudes towards 
patients. Shaw and Timmons (2010: 21) conclude that registered nurses do not meet 
therapeutic communication approach requirements seen to portray positive attitude 
towards patients, which student nurses value as important to their clinical learning 
experiences Consequently, this negative attitude of registered nurses influences 
student nurses to also develop and behave negatively when approaching the 
patients. 
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On being asked what could be done to address negative attitudes of registered 
nurses towards patients, the responses were as follows:  
 
“The OM (Operational Manager) must remind the registered nurses to always do 
self-introspection of their communication approach towards the patients, 
relatives and other staff members and rate themselves as to whether it was 
negative or positive”. 
“Management must support registered nurses by motivating them, but not 
rewarding those registered nurses who are found to be portraying positive 
attitudes when communicating with patients. Just acknowledge”. 
  
“Professional nurses should be reminded about the nurses’ pledge. Once a 
month, the management must arrange the lighting of candles to remind nurses 
about the meaning of the symbolic lamp to the patients”. 
 
Oosthuizen (2012: 49) concurs with the above assertion when reporting that 
registered nurses need to know what attitudes are important for the student nurses’ 
to emulate and to consciously observe whether the portrayed attitudes are being 
practiced by those student nurses. Management must focus on supporting and 
retraining of nurses identified with negative attitudes to ensure positive experiences 
on role modelling of therapeutic approach (Tomas 2017: 88). Instead of punishing 
them, management must encourage registered nurses to portray positive attitude in 
their communication with patients for positive experiences on role modelling of 
therapeutic approach. Cunze (2016: 106) concurs that management must reinforce 
and role model therapeutic communication approach at every opportunity they get to 
improve negative attitude of registered nurses, and develop positive young future 
registered nurses equipped with therapeutic communication skills. Sundler, Bjork, 
Bisholt, Ohlsson, Engstrom and Gustafsson (2014: 665) assert that time for 
reflection should be allocated to allow registered nurses to reflect on their attitude, 
why did it happen and how they are planning to improve those negative attitude. 
Such reflection time will be more valuable for student nurses to also reflect on their 
own attitude towards patients, peers and other staff members. 
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The researcher is of the opinion that role modelling of therapeutic approach could be 
experienced positively if registered nurses could daily reflect on their attitudes 
towards patients, staff members and student nurses. Managers should put a plan in 
place to act against negative attitudes of registered nurses towards the patients to 
enhance role modelling of therapeutic approach for student nurses. Registered 
nurses as role models must be encouraged to portray the characteristics of positive 
attitude that student nurses can observe and imitate, thereby improving their own 
therapeutic communication approach in the clinical practice.  
 
Hospital managers should also address the negative attitudes of registered nurses’ 
towards patients by including this topic in the orientation programme of new staff, 
graduates entering into the clinical practice environment and student nurses placed 
at clinical setting. Training courses of nurses on customer care should be introduced 
and implemented. Therefore, positive attitude towards patients should not be 
rewarded, but acknowledged because rewarding may displace the genuine positive 
attitude (Noddings 2010: 147).  This will also encourage them to continue with 
positive role modelling of therapeutic approach at this hospital. A no tolerance 
approach to negative attitude of registered nurses towards patients should be 
adopted and implemented.  
 
Sub-theme 1.2: Lack of provision of patients’ information 
 
 Friedman, Cosby, Boyko, Hutton-Bauer and Turnbull (2011: 12) describe patient 
education as a form of organised instructional pursuit that combines different 
approaches of knowledge and skills transfer from the nurse to the patient in order to 
positively influence patient outcome. Patient information is of fundamental 
importance to role modelling of therapeutic approach for student nurses (Chawani 
2009: 26). According to the National Patient’s Right Charter, every patient has the 
right to health information in their language of choice. The Batho Pele principle of 
information requires that patients should be given full accurate information about the 
service they are entitled to receive. Section 32 Bill of Rights chapter 2 (108 of 1996) 
underscores that everyone has the right to access of information. The White Paper 
on Transforming Public Service Delivery (1997: 15) stipulates that “citizens should 
be given full, accurate ‘information’ about the public service they are entitled to 
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receive”. Therefore, adequate dissemination of information is important to patients to 
help reduce uncertainty, alleviate concern and maintains hope.  
 
Moodley (2012: 97) asserts that the Batho Pele principle on provision of information 
aims to empower patients to understand the health services they are entitled to 
receive.  Clwyd and Hart (2013: 15) assert that lack of information is a great cause of 
anxiety, stress in patients and a negative experience for student nurses on role 
modelling of therapeutic approach. Nearly half of the hospital patients are given no 
detailed information about the medicines administered by the registered nurses 
(Moodley 2012: 122). As a result, student nurses are unable to communicate with 
patients using therapeutic approach.  
 
In this study, participants articulated lack of provision of patients’ information as 
negative experience that hinders the role modelling of therapeutic approach. They 
reported that patients are discharged without knowledge of their diagnosis.  
 
This is evidenced by the following quotations:  
 
“Batho Pele Principles are not applied. Patients are not getting enough 
information from the registered nurses. Patients are discharged without 
knowing the diagnosis they were admitted for such as  Asthma, COPD, and 
when they ask nurses, they will just say ‘u ne Asthma (meaning…you have 
Asthma), no further explanation, nothing more given to the patient at all”. 
 
This was supported by Oyetunde and Akinmeye (2015: 501) who concur that 
patients appear not to have information about their diseases for which they have 
been diagnosed, nursing care and medical management, which had negative 
implications on student nurses’ experiences of therapeutic approach. Participants 
believed that through dissemination of patients’ information, there will be an 
improved quality patient care, positive experiences of therapeutic approach, and they 
too will feel secure and safe to provide patients with information. Clwyd, et al. (2013: 
15) report that lack of provision of patients information led to patients, their families, 
carers and friends often feeling inadequately informed about the patient’s condition, 
prognosis and expected treatment. As a result, there is an increased poor patient 
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compliance to treatment and student nurses are unable to experience the art of role 
modelling of therapeutic approach when disseminating patient information.  
  
In this study, participants reported that patients are blamed and shouted for not 
cooperating in the nursing intervention regime, whereas registered nurses did not 
give them health education with regard to what is expected from them (patients). 
Student nurses are also blamed when things go wrong in the unit because they were 
not orientated as new comers and do not know the routine, policies and procedures 
(Papathanassiou, Tsarasm, & Sarafis 2014. 59). Playing the blaming game creates a 
learning environment which makes the students feel uncomfortable to learn 
therapeutic communication approach skills.  
 
According to the findings of the study done by Clwyd and Hart (2013: 15), lack of 
provision of patient information has led to patients having to be re-admitted for the 
same conditions several times. This is evidenced by the following verbatim 
quotations:  
 
“When the patient is getting intravenous treatment and was not informed about 
the expectations from her side regarding what to do when the vacoliter is empty, 
instead, some of the patients will just remove the IV line, and the registered 
nurses will shout at the patient as if she has told the patient that she mustn’t 
remove it”. 
 
Ferrie, Muzzalupo and Lorenzo (2015: 3) assert that when patients are not informed 
about their treatment schedules, side effects of their treatment, how to recognise the 
side effects and what to do in case of the side effects, they easily become confused 
and so are the student nurses’ experiences on role modelling of therapeutic 
approach. Oyetunde and Akinmeye (2015: 50) assert that patient poor participation 
in their treatment regime is mainly because of lack of provision and not actively 
engaged in their care. This in turn, affected student nurses’ experiences on role 
modelling of therapeutic communication approach.  According to Segnon (2014: 14), 
the provision of information aims to empower patients about the health services they 
are entitled to receive, promote therapeutic communication skills and provide student 
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nurses’ an opportunities to attempt learning to communicate in a non-threatening 
environment. Lack of dissemination of patients’ information hinders the transfer of 
knowledge and positive experiences of therapeutic approach for student nurses 
(Cunze, 2016: 83). Patients with low healthcare information had problems following 
their prescriptions and other self-care activities, leading to poor health care 
outcomes and negative role modelling of therapeutic approach (Aboumatar, Carson, 
Beach, Roter & Cooper 2013: 1469). 
 
Participants were asked what could be done to improve provision of patients’ 
information in order to promote therapeutic communication approach.  
 
The participants said the following sentiments: 
 
“I think patients should be given information on discharge regarding their 
diagnosis and emphasise what they are expected to do in order to help in the 
intervention plan and increase compliance. Patients should be informed 
verbally of their next appointment date and be given appointment card with date 
written on it before the patient leaves the hospital”. , . 
“Registered nurses must be given in-service training on the importance of 
giving patient health education”. 
 
The Batho Pele Principle of right to information (2000) stipulates that patients should 
be given full accurate information about the service they are entitled to receive. 
Nkwinda (2017: 44) highlights that patient education improves patients’ knowledge 
on health care information, increases patients’ participation in health care decision 
making and improved experiences of therapeutic approach among student nurses at 
clinical setting. Ferrie, et al. (2015: 3) concur that the registered nurses as source of 
health information should take advantage of their position to provide patients with 
adequate health information regarding their health problems. On the other hand, 
when registered nurses allow student nurses to participate in the provision of 
patients information, they will learn and understand how to apply therapeutic 
communication approach in the clinical setting (Billings & Halstead 2012:311). 
Hastie, Fahy and Parratt (2014: 223) assert that an in-service training session for 
registered nurses on role modelling of therapeutic approach will bring an 
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understanding of the importance of provision of patients’ information for the 
experiences of student nurses.   
 
The researcher opines that registered nurses must accept the responsibility of their 
teaching role as role models in the clinical environment to provide patients’ with 
necessary information in order to increase patients’ participation in decision making 
and improve the role modelling of therapeutic approach for student nurses’  positive 
experiences. As a matter of fact, it is impossible for student nurse to teach patients 
and peer without relevant information. Therefore, role modelling of therapeutic 
approach as an empowerment for student nurses to assume their role of teaching 
patients and peers should be considered as a vital necessity.  
 
Sub-theme 1.3: Poor handling of patients’ complaints 
 
According to the National Department of Health (NDoH 2014: 7), as stated in the 
national complaints management protocol for the public health sector of South 
Africa, a ‘complaint’ is defined as a dissatisfaction, discontent that is expressed 
verbally or in writing by any person about the actual health service being rendered 
and or care  being provided.  Skalen, Nordgren and Annerback (2016: 203) report 
that patients’ complaints are considered valuable source for quality improvement in 
health care. 
 
The National Department of Health [NDoH],(2016: 7) and Health Professional 
Council of South Africa [HPCSA] (2008: 8) state that all South Africans have the right 
to health care services, and legally they may complain about the health care they 
receive and have such a complaint investigated and receive full response of the 
investigation. The right to complain about the health care received is reinforced by 
the Batho Pele Principles, the National Health (Act no 61 of 2003) and the Patients’ 
Rights Charter.  
  
The Batho Pele principle of ‘redress’ requires that “if the promised standard of 
service is not delivered, citizens should be given an apology, a full explanation and a 
speedy and effective remedy. The principle also posits that when complaints are 
made, citizens should receive a sympathetic, positive response”. According to the 
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White Paper on Transforming Public Service Delivery (WPTPSD of 1997), the Batho 
Pele principle of redress requires a complete new approach to handling complaints. 
Staff should be encouraged to welcome complaints as an opportunity to identify and 
address problems and improve service delivery. The complaint system should be 
accessible in writing, face-to-face or by telephone. The hospital must have a strategy 
for providing feedback about complaints that will serve as training opportunity for 
health care providers.  
 
Although the procedure for handling of patient complaints in South Africa is fair and 
impartial (South Africa 1997: 21), in this study, participants experienced that patients 
are dissatisfied with how their written complaints are being handled by registered 
nurses. The participants reported that the non-attendance of patients’ complaints 
and failure of the registered nurses to handle them promptly according to complaint 
management protocol discourages patients from lodging complaints and limits 
student nurses to acquire therapeutic communication skills during their clinical 
placement.  
 
Participants said: 
 
“Some patients do not want to use the suggestion box. They are negative about 
the suggestion box because they say, ‘we wrote and put in the box but nothing 
is being done, maybe they just throw it away without reading and attending to 
what is inside”.  
 
 Clwyd and Hart (2013: 21) assert that many patients who complain felt that no 
attempts had been made to understand and address their complaints. Participants 
articulated delays in processing and resolving patients’ complaints as poor handling 
of patients’ complaints. Student nurses’ negative experiences on role modelling of 
therapeutic approach resulted from poor handling of patients’ complaints. This is 
evidenced by the following quote from the participant: 
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“I think in terms of these suggestions that have been written by the patients and 
families. What I have noticed is that they (registered nurses) take long to give 
them feedback”.  
 
Skalen, et al. (2016: 203) concur that delays in processing and resolving patients’ 
complaints are a huge source of patients’ frustrations as they receive no explanation 
for the reasons of delays and are kept uninformed about where their complaint had 
reached in the system. Providing patients with feedback of the outcomes of their 
complaints creates a positive relationship and trust between patients, staff members 
and a non-threatening environment in which student nurses will experience 
therapeutic communication approach as important to the patients (Yoo & Park 2015: 
170). 
  
A national complaint management protocol for the public health sector of South 
Africa asserts that public health care services must respect, promote, protect, and 
fulfil the right to complain and not revert to any form of victimisation (NDoH 2014: 3). 
Nurses are expected to acknowledge complaints within five working days and 
respond to patients without defence mechanisms as family members feel calmer, 
more satisfied and more in control when problems they identified are attended to 
promptly and respectfully (Stuart 2014: 763). 
 
The participants articulated that patients perceive the registered nurses as not caring 
since they do not communicate what is being done to their lodged complaints. These 
give rise to the negative experiences of role modelling of therapeutic approach. 
 
 Participants said: 
 
“Because every time we write something, nothing is being done, the situation 
remains like that”. 
 
Skalen, et al. (2016: 202- 211) assert that student nurses lose interest in the 
experiences of therapeutic approach as patients’ complaints lose meaning if they do 
not result in a change of routine. Friele, Reitsma and Jong (2015: 529) concur that 
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patients expect action, not only words because words alone will not overcome the 
negative experiences on role modelling of therapeutic approach; genuine actions are 
required.  
 
Many patients are disappointed in the hospital management‘s response to their 
complaints because they are not informed about measures taken to remedy the 
situation (Friele, et al., 2015: 529). Not only patients are disappointed, so are student 
nurses also since they experienced non-therapeutic communication approach when 
registered nurses are interacting with patients. Therapeutic communication approach 
will not only enhance positive experiences of student nurses, but it will also decrease 
patient complaints and increase satisfaction (Geyer 2013:54).  
 
The study conducted by Clwyd and Hart (2013: 13) reveals that many patients who 
complain felt that nothing had been learnt or achieved as a result of their complaint, 
and that there is no acknowledgement of fault or apology from the hospital 
management. Consequently, student nurses will experience a sense of uncertainty 
towards role modelling of therapeutic approach if registered nurses do not change 
their non-therapeutic approach. Patients expect registered nurses to provide them 
with explanation and apology if needs be for student nurses’ positive experience of 
therapeutic approach.  
 
When asked what could be done to improve handling of patients’ complaints. 
Participants said: 
 
“There must be a committee formed within the hospital which will advocate for 
the patients and the committee must at least have community representatives of 
different races. Patients’ complaints must be reported to that committee”. 
 
“I think the other way to attend to these complaints accordingly is when 
managers are hands off the complaints; only community representatives are 
handling those complaints because they will not be biased because one day it 
will be them or their family members who are approached negatively by 
registered nurses”.   
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“My recommendation ma’am, if the patient is having a complaint and has lodged 
it formally, the patient must be given full knowledge that she must make a follow 
up until the end of the case, he must never give them rest until the matter is 
resolved”. 
 
Moodley (2012: 27) concurs that patients’ complaints should be handled by senior 
managers who report to the hospital CEO to improve role modelling of therapeutic 
approach through provision of patients’ information. The author further argues that 
staff need to be adequately trained, supervised and supported to handle patients’ 
complaints effectively for enhancement of role modelling of therapeutic approach.  
 
The researcher is of the opinion that successful implementation of Batho Pele 
principle of redress would to a great extent depend on registered nurses providing 
outcomes of the investigations of patients’ complaints using therapeutic 
communication approach. Role modelling of therapeutic approach could be 
experienced positively if hospital managers could consider bridging the gap between 
handling of patients’ complaints locally than patients reporting their unresolved 
complaints to the media and to the Health Service Ombudsman. In the same vein, 
Patole (2015: 46) concurs that the effective communication and transparency in 
handling of patients’ complaints will enable student nurses to experience role 
modelling of therapeutic approach positively. 
 
Both hospital management and policy makers should design and have a clear policy 
defining the role and responsibility of the registered nurses regarding handling of 
patients’ complaints to achieve positive experience on role modelling of therapeutic 
approach during student clinical placement. 
 
Sub-theme 1.4: Racial discrimination: Re-handling of patients’ complaints 
 
According to Promotion of Equality and Prevention of Unfair Discrimination Act 4 of 
2000 (2003: 4), ‘discrimination’ means any act or omission, including a policy, law, 
rule, practice, condition or situation which directly or indirectly imposes burdens or 
obligations or disadvantage on, or withhold benefits or opportunities or advantages 
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from any person on one or more of the prohibited grounds. In contrast, racial 
discrimination happens when a person is treated less favourably than another 
person in the same situation because of their race, colour, descent, national or 
ethnic origin or immigrant’s status. The Racial Discrimination Act 52 of 1975 (the 
RDA) makes it against the law to treat one unfairly because of race, colour, descent, 
national or ethnic origin or immigrants status.  
 
Registered nurses took an oath to treat all patients equally, and yet not all patients 
are treated equally well. In this study, participants expressed racial discrimination 
when handling patients’ complaints as negative experience as it impacts on role 
modelling of therapeutic approach. They reported that there is a delay in attendance 
of patients’ complaints laid by black patients’ as compared to their whites’ 
counterparts.  
 
Participant said: 
 
“Once a white person laid a complaint, it will be attended to as soon as 
possible, but if it is the black person, there will be no concern that much 
although it will be attended to”. 
“Patients are normally complaining, but once white and African person laid 
complaint, the complaint that has been laid by a white person will be attended 
as soon as possible compared to the complaint that was laid by an African 
person. Patients’ are not equally treated by the registered nurses”. 
 
Geyer (2013: 54) asserts that a registered nurse in her professional role is 
responsible for treating all patients equally without portraying some form of 
discrimination. However, to date, some nurses still exhibit racial discrimination 
towards black patients (Durrheim, Tredoux, Foster & Dixol 2011: 263). Clwyd and 
Hart (2013: 9) concur that registered nurses practices discriminatory way of handling 
of patients’ complaints procedure. The existing racial discrimination of patients is not 
only affecting the quality of patient care in this hospital, but also increase the 
negative outcomes of student learning and experiences on role modelling of 
therapeutic approach. De Swardt (2012: 85) reports that if student nurses observe 
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the racial discriminatory practice of registered nurses, they will begin to mimic that 
practice.  
 
Racial discrimination is both overt and covert. Therefore, discrimination of patients 
when handling complaints must not be underestimated. Moreover, participants 
expressed that allowing certain race of patients to use wrong complaints reporting 
channels is a negative experience as it creates a non-therapeutic communication 
approach environment for clinical learning to take place and set a negative example 
for student nurses.  
A participant said: 
 
“The problem now is that most of the patients go straight to CEO’s office and 
complain, especially whites, they go straight to third floor without asking 
anybody because they know the CEO’s office is in third floor, they go there 
without informing the first level manager, you will only be notified by a call that 
there is a family or patient coming to lay a complaint”. 
  
Durrheim, et al. (2011: 263) concur that some white race patients when they are 
dissatisfied about the nursing care rendered, they usually report their dissatisfaction 
to the managers without discussing their dissatisfaction with the operational 
managers. Severinsson and Sand (2010: 675) assert that it is registered nurses’ 
responsibility to create an environment in which the staff supports a non-racial 
therapeutic communication and motivates student nurses to learn therapeutic 
communication skills. However, registered nurses do not understand the powerful 
influence therapeutic communication approach has on non-racial handling of 
patients’ complaints, how it can enable student nurses to reflect on their 
communication with patients, and in turn encourage and motivate them to improve 
communication approach in this hospital.  
 
Participants were asked what could be done to address racial discrimination when 
handling patients’ complaints. Participants said: 
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“I think if we can treat all patients equally irrespective of the colour of their 
skin”. 
 
“Just like a ‘no smoking’ sign boldly displayed over patients’ head beds, more 
so it should be written and displayed that all patients are supposed to be 
treated equally irrespective of their race., patients will feel encouraged to lodge 
their complaints knowing that their complaints will be attended to”. 
 
           “The process of attendance of the complaints must be ‘first come, first serve’. 
 
“The management must treat all complaints equally, they must not check and              
compare if it is Van Wyk or Mnisi who laid the complaints, they must treat the 
way they should”.   
 
Clwyd and Hart (2013: 21) assert that nurses must adopt ‘a light touch’ approach 
than a full formal investigation of patients’ complaints. An important aspect to 
consider is that non-racial discrimination of patients when handling complaints is 
essential for role modelling of therapeutic approach (Dubi, et al. 2015: 534). 
 
The researcher is of the opinion that management and registered nurses need to be 
aware of the racial discriminatory dynamics of handling of patients’ complaints and 
how to internally deal with them. Admitting and talking openly about racial 
discriminatory dynamics of handling of patients’ complaints in this hospital are 
considered vital for positive experiences of student nurses on role modelling of 
therapeutic approach. More importantly, the approach to investigate and handle 
patients’ complaints’ should match the seriousness of the complaint lodged, not on 
the racial colour. Hospital staff must commit themselves to non-racial handling of 
patients’ complaints process which involves being sensitive and respectful of the 
complainant feelings as it will encourage registered nurses to enhance role 
modelling of therapeutic approach for student nurses.  
 
In conclusion, student nurses need clinical role models who will not only talk about 
handling of patients’ complaints to ensure knowledge, but, they also need skills to 
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enable them to communicate effectively with patients using therapeutic approach. 
Therefore, creating a dialogic conversation platform where registered nurses and 
managers discuss their roles and expectations to facilitate a harmonious way of 
handling of patients’ complaints without displaying a racial discrimination behaviour, 
is required in order to enhance therapeutic approach for student nurses’ and more so 
their interest to learn communication skill.  
 
Theme 2: Lack of professionalism and ethical conduct of registered nurses  
  
According to Eisele (2011:107), professionalism is the demonstration of a 
commitment to carrying out professional responsibilities and an adherence to ethical 
principles. On the contrary, professional conduct is an integral part of the everyday 
professional, social and personal life (Searle, Human & Mogotlane 2009: 3). Akhtar-
Danesh, Baumann, Kolotylo, Lawlor, Tompkins and Lee (2013: 265) assert that 
professionalism is behaviour-based and that one can observe and learn to act 
professionally through role modelling. Unprofessional conduct is the conduct which, 
with regard to the nursing profession, is improper, dishonourable, disgraceful or 
unworthy (Code of Ethics for Nursing Practitioners in South Africa under the 
provision of the Nursing Act, 33 of 2005). Unethical conduct is an action that falls 
outside of what an individual considers morally right or proper for a person (Chen 
2010: 45). It includes the conduct of showing disrespect, being unkind to patients, 
failure to maintain patients’ dignity, confidentiality and privacy of personal information 
(Mathibe-Neke 2015: 55).  
 
Nurses as core members of professional health team are expected to uphold and 
maintain professional and ethical standards (Code of Ethics for Nursing Practitioners 
in South Africa under the provision of the Nursing Act, 33 of 2005). When student 
nurses commence nurse training, they only know the behaviours, values and norms 
taught in school and society (Curtis, Horton, & Smith 2012: 791). On entering the 
nursing profession, student nurses have to learn values and norms expected of a 
profession. This can occur when they observe registered nurses displaying 
therapeutic approach in the clinical setting and imitate them in order to develop their 
professional conduct. However, in this study, participants experienced lack of 
professionalism and ethical conduct of registered nurses which affect the role 
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modelling of therapeutic approach. They articulated lack of professionalism and 
ethical conduct as failure to maintain patients’ right to privacy, confidentiality, dignity, 
and respect which resulted in student nurses experiencing role modelling of 
therapeutic approach negatively. 
 
The participants said: 
 
“You will find two nurses talking about other nurse in front of patients, which is 
unprofessional”. 
 
Gokenbach (2013: 1) asserts that an individual’s professionalism is judged according 
to the behaviour displayed. The professional socialisation for student nurses is not 
only the learning and gaining competency (Houghton’s 2014: 223), but it also 
underpin the role modelling of therapeutic approach in the clinical setting. The lack of 
professional conduct of registered nurses is seen by student nurses as disreputable, 
unmindful, undignified, and disgraceful for them to can follow when approaching 
patients (Geyer 2013: 57). Furthermore, Hall and Ritchie (2013: 28) report that 
unprofessional and disrespectful behaviour of registered nurses towards colleagues 
and patients hinders the student nurses’ professional growth and compromises their 
experiences on role modelling of therapeutic approach. Cunze (2016: 63) concurs 
that lack of professionalism and ethical conduct of registered nurses in the clinical 
setting contributes to the student nurses’ loss of interest to learn the expected 
conduct of the nursing profession and the use of therapeutic approach when 
interacting with patients.  
 
Geyer (2013: 27) concurs that the unprofessional conduct of registered nurses has 
caused student nurses not to attach significant value of therapeutic approach to the 
nursing profession. The lack of professional conduct of registered nurses does not 
only negatively affect the experiences of student nurses on role modelling of 
therapeutic approach, but it also increases the negative perception of nursing held 
by the public at large (Perry 2009: 243). 
 
54 
 
On being asked “what could be done to improve professionalism and ethical conduct 
for positive experiences on role modelling of therapeutic approach, the participants 
said: 
 
“If discipline for unprofessional and unethical conduct can be applied, 
professionalism and ethical conduct can be restored”. 
 
“I think the in-service training and refresher courses or short courses will do 
best, so that they (registered nurses) can conduct themselves ethically as 
expected and be good role models…so that these young nurses will know that 
nursing is a good profession with good morals”. 
 
The objectives of SANC as stated in the Nursing Act, 33 of 2005 (2) (i) state that 
nurses are expected to uphold and maintain professional and ethical standards 
within nursing practice. In terms of section 47 of the Nursing Act, the Council may 
take disciplinary steps against any member of the nursing profession for 
unprofessional and unethical conduct. Nel et al. (2016: 11) assert that nurse 
managers are responsible to apply discipline to nurses for their unprofessional and 
unethical conduct to improve student nurses experiences on role modelling of 
therapeutic approach and uplift the image of the nursing profession. In addition, 
Marie and Petra (2016: 71) further assert that the employer is legally authorised to 
take disciplinary measures against unprofessional and unethical conduct of nurses 
towards patients and other staff members. However, this should be done in 
accordance with the legislation related to human resource management within the 
health care organisation to develop student nurses’ professionalism and create a 
positive environment for role modelling of therapeutic approach. Moreover, 
Somahela (2014: 23) asserts that application of discipline to those registered nurses 
who lack professionalism and ethical conduct is important as it will increase the 
likelihood of positive experiences of student nurses on role modelling of therapeutic 
approach by registered nurses in the clinical setting.  
 
During clinical placement, registered nurses should practically role model therapeutic 
approach for student nurses. Registered nurses’ conduct silently portrays the level of 
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professionalism and ethical conduct that the student nurses has to learn and 
emulate. Therefore, the researcher contends that registered nurses must always 
consider the impact of their conduct to student nurses’ experiences, and be mindful 
of the way they communicate with patients as it could interfere with the role 
modelling of therapeutic approach for student nurses.  
 
It is important to re-orientate registered nurses on the importance of professionalism 
and ethical conduct in the clinical setting for enhancement of therapeutic approach. 
This should include professionalism and ethical conduct as a compulsory topic in the 
in-service training of registered nurses to upgrade their knowledge on 
professionalism and ethical conduct. The allocation of specific CPD (Continuing 
Professional Development) points for professional and ethical conduct of registered 
nurses will influence the positive experiences of student nurses on role modelling of 
therapeutic approach during their clinical learning (Gokenbach 2013: 1). One of the 
prerequisites for SANC registration renewal for registered nurses should include a 
thorough analysis of how their professional and ethical conduct influences the role 
modelling of therapeutic approach among students.  
 
Sub-theme 2.1: Failure to maintain patients’ right to privacy, confidentiality, 
dignity and respect  
 
The Constitution of the Republic of South Africa, (Act no 108 of 1996) encapsulates 
the Bill of Rights in Chapter 2 (14) which states that everyone has a right to privacy. 
Patient’s right to privacy involves confidentiality of information related to patient and 
bodily privacy. Maintaining patients’ right to privacy is the most important ethical 
issue in clinical setting and the role modelling therapeutic approach for student 
nurses.  
 
Confidentiality refers to health care provider’s duty or obligation to keep clients 
information in a manner that is private or secret (Murray, 2011: 747). The National 
Health Act (Act no 61 of 2003) 14 (1) states that everyone has a right to 
confidentiality. In addition, Mellish, et al. (2010: 128) underscore that confidentiality is 
fundamental to respect for human dignity and protection of the security of a person 
which are basic human rights to which the patient is entitled.  
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Privacy and confidentiality refer not only to ethical obligation, but also to legal issues 
since health care professionals are obliged to maintain the confidentiality and protect 
private information of patients from breeches (Essay, 2016: 1). Furthermore, 
Demirsoy and Kirimlioglu (2016: 1) assert that patients’ right should be known by 
professionals providing health care and patients receiving health care service and 
their relatives so that the quality of service offered and experiences of student nurses 
on role modelling of therapeutic approach can improved.  
 
Participants expressed that failure to maintain patients’ right to privacy, 
confidentiality, dignity and respect as negative experience as it affects their 
experiences on role modelling of therapeutic approach. 
 
a) Disclosure of patients’ diagnosis  
 
Nurses have a moral duty not to disclose confidential information of patients. SANC 
Regulation 387 (R387) of 26 October 1990, as amended Acts or Omission, Section 
15 (1) stipulates that a nurse may not divulge any information concerning a patient 
which has become known to him in his professional capacity. However, in this study, 
participants expressed disclosure of patients’ diagnosis as negative experience as it 
compromise patients’ right to privacy and the role modelling of therapeutic approach. 
They further reported that registered nurses divulge patients’ confidential diagnosis 
such as HIV positive status and TB in front of other patients.  
 
Participants articulated the following: 
 
“Sometimes the Dr will diagnose the patient HIV positive. During handing over 
of report, registered nurses will talk about the patients’ diagnosis, for example, 
they will say the patient is on HAART or on ARV’s, forgetting that other patients 
are listening, you know that thing is negative (very sad)”. 
 
“Coming to this principle of ‘confidentiality’, patient’s diagnosis is just divulged 
anyhow. Registered nurses will just shout ‘did you give ARV’s last night to this 
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patient’…other people are just near the patient and are hearing what is 
happening”. 
 
Matlakala and Mokoena (2011: 486) accentuate that it is unprofessional and 
unethical for registered nurses to divulge patients’ diagnosis to an unauthorised 
persons as it breaks trusting relationship between nurses and patients’ including 
student nurses. As a result, student nurses feel uncertain as to whether trusting 
registered nurses with their own sensitive personal information or asking them for 
clarity when they experience lack of understanding will be the wrong or right thing to 
do. Such uncertainty could compromise student ability to keep patients’ diagnosis 
confidential and understand the realities of the positive role modelling of therapeutic 
approach at the bedside of the patient (Brown, Stevens, & Kermode 2013: 571). 
Mellish et al. (2010: 128) further echo that role modelling of therapeutic approach for 
student nurses is hindered when confidentiality about patients’ information is 
unthinkingly broken, such as in casual conversation.  
 
Participants further reported: 
 
“When they address patients, registered nurse…they don’t address them by 
their names; they will address them by their diagnosis!!!! oh, I forgot that patient 
I was giving treatment, can you go and give that TB patient treatment. Patients 
are not being addressed by their titles and names and surnames”. 
“I noticed that registered nurses call patients by bed numbers or and 
diagnosis”. 
 
“…and you find that the very operational manager of the ward will call the 
patient by the diagnosis, like if the patient is diagnosed with head injury, it 
doesn’t mean that his name is a head injury patient, but registered nurses, I 
mean the in-charge of the ward will refer to him as ‘that head injury patient”. 
 
“A newly admitted patient, diagnosed with TB or HIV, he will be addressed as 
‘that TB or HIV patient”. 
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“When other patients are complaining about the condition of other patient 
saying that ‘his wound smells bad’, and a registered nurse will just say ‘just 
leave him, it is going to be amputated’. By saying so it means that they are 
breaking a breach the professional trust of confidentiality of the other patient’s 
diagnosis”. 
 
Hunt (2014: 1) asserts that addressing patient  as a person, a person with a name, a 
person with a family, not just a body harbouring pathology, not a diagnostic puzzle, 
not a 4 (four)  hour target or an 18 week problem is unethical and worrying on 
student nurses’ experiences of therapeutic approach. The author further launched a 
therapeutic approach ‘#hellomynameis’ campaign which is based on the simple but 
vital approach to address the patient by his name not by the diagnosis to enhance 
role modelling of therapeutic approach. In the same vein, Erdil and Korkmaz (2009: 
77) concur that treating patients like numbers is a negative reality and a disregard of 
role modelling of therapeutic approach for student nurses. Matlakala and Mokoena 
(2011: 481) report that divulging patients’ diagnosis is an act of betraying patients’ 
trust and ignoring the experiences of student nurses on role modelling of therapeutic 
approach in general.  
    
According to section 14 of the National Health Act (Act no 61 of 2003), all information 
concerning the patient relating to his or treatment or stay in health care 
establishment is confidential, and make it an offence to disclose patients’ information 
without their consent. However, participants reported disclosing of patients’ 
diagnosis during handing over of report to colleagues and other multidisciplinary 
team as a negative experience that affected role modelling of therapeutic approach 
negatively. The failure of registered nurses to maintain patients’ diagnosis 
confidential during handing over of report caused student nurses fear to approach 
registered nurses to clarify misunderstanding during clinical practice.  
 
A participant said: 
 
“When you are taking report, they (registered nurses) will disclose sensitive 
diagnosis of the patients in front of other patients”. 
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Matlakala and Mokoena (2011: 485) assert that during medical rounds or handing 
over of report between shifts, it happens that patients’ diagnosis is disclosed without 
patients’ permission. This has led to student nurses missing opportunity of learning 
how to disclose patients’ diagnosis using a therapeutic approach. Handing over of 
report in a shared cubicle while other patients are listening compromised the ability 
of registered nurses to maintain confidentiality. As a result, student nurses struggle 
with knowing how and when to therapeutically disclose patients’ diagnosis without 
violating patients’ right to privacy and confidentiality (Cunze 2016: 82).  
 
Disclosing of patients’ diagnosis can occur in many different ways, but discussing 
patient’s information in a crowded setting is a violation of patient’s privacy and 
confidentiality (Williams 2018: 15). Participants raised a concern when they observed 
registered nurses consulting patients as a group in one consulting room without 
consideration of maintaining privacy and confidentiality of patients’ diagnosis. 
 
Participants further reported: 
 
“At gateway, what I did not like is that patients were coming in the consulting 
room and were consulted as a group. Patients were supposed to say their 
complaints in front of other patients”. 
“Some patients were having questions wanting to ask that I am having 1,2,3, they 
were supposed to ask that in front of other patients ‘what a shame’ and after 
explaining their ailments in that shameful manner, registered nurses will say ‘ 
you have come to the wrong place for such a complaint, you must go to STI, 
This is a wrong place, you must go to acute”  ‘sad’. 
 
Nurse-patient relationship is built on trust and maintenance of professional secrecy. 
So, information about the patients’ diagnosis should not be disclosed to unauthorised 
persons to ensure confidentiality and positive role modelling of therapeutic approach 
for student nurses (Matlakala & Mokoena 2011: 486). Erdil and Korkmaz (2009:77) 
assert that discussing patients with people not directly involved in patients’ care 
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could result in negative experiences of student nurses on role modelling of 
therapeutic approach.  
 
On being asked “what can be done to ensure confidentiality of patients’ diagnosis in 
order to enhance role modelling of therapeutic approach? The participants said: 
 
“If it is a sensitive diagnosis, the other way can also be by showing the staff the 
written diagnosis or when you come to the diagnosis, take the file to the duty 
room where you will give in privacy”. 
 
“I think the in-service training about role modelling of therapeutic approach 
and the refresher course will do best for the staff because some of the nurses 
have trained long time ago”. 
 
“Maybe the in-service training should be done to remind registered nurse that 
they are supposed to always keep patients’ confidential matter confidential”. 
 
Segnon (2014: 35) concurs that health care professionals should not discuss 
patients’ diagnosis where they can be overheard. It should be given in a thoughtful 
way, in a quiet area and privately to create a conducive environment that will allow 
student nurses to ask questions and learn a therapeutic approach of ‘shared 
confidentiality’. Nkwinda (2017: 42) asserts that to safeguard patients’ information 
and privacy, nurses should avoid discussing any information entrusted to them by 
virtue of professional capacity with third parties in order for student nurses to develop 
professional secrecy and therapeutic approach. Matlakala and Mokoena (2011: 486) 
further concur that disclosing of patients’ confidentiality during report handover 
should be discussed professionally in the duty room for the benefit of positive 
experiences of student nurses on role modelling of therapeutic approach. Moola 
(2010: 79) avers that creating a conducive environment where maintenance of 
confidentiality of patients’ diagnosis is favourable will enhance role modelling of 
therapeutic approach. It will also improve student nurses’ experiences of therapeutic 
approach as they learn more skills on how to therapeutically disclose patients’ 
diagnosis. Cunze (2016: 107) recommends that in-service training for registered 
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nurses on the importance of maintaining patients’ diagnosis confidential in clinical 
setting may improve the experiences of student nurses on role modelling of 
therapeutic approach.  
 
The researcher argues that maintaining patients’ diagnosis confidential is a moral 
duty for registered nurses to promote positive role modelling of therapeutic approach 
for student nurses. Gokenbach (2012: 5) accentuates that all patients should be 
addressed by their titles, such as Mr, Mrs, Ms or Dr and their last name, thereby 
enhancing therapeutic approach. Nkwinda (2017: 160) recommends that calling 
patients by their preferred names will demonstrate a genuine respect for patients and 
promote positive role modelling of therapeutic approach. This can be realised if 
registered nurses in the clinical setting uphold professional secrecy about patients’ 
diagnosis which will assist student nurses to also portray therapeutic approach. 
Maintaining patients’ right to privacy and confidentiality is not an option but nurses’ 
legal and moral duty that needs to be attained.  A clearly stated, specific guidelines 
and policies to guide registered nurses regarding the disclosure of patients’ 
diagnosis is needed to ensure that student nurses are devoted to the learning of 
therapeutic approach. Furthermore, disclosing of patients’ diagnosis on a need-to-
know people only is significant to role modelling of therapeutic approach for student 
nurses.   
  
b) Lack of respect for patients’ dignity 
 
Humans have a desire to maintain dignity at all costs (Nkwinda 2017: 2). According 
to Bagheri, Yaghmaei and Ashktorab (2012: 9), ‘dignity’ refers to being considered 
as a unique human being and being treated with respect. Maintaining patients’ 
dignity is a central phenomenon in nursing practice and nurses has a professional 
obligation to maintain and promote patients’ dignity (Cheraghi, Manookian & 
Nasrabadi 2015: 8). Patient dignity is a non-negotiable quality determinant. The lack 
of it may negatively impact on the experiences of student nurses on role modelling of 
therapeutic approach and poor quality patient care (Ferrie, et al., 2015: 2). When 
patients are treated with dignity, they experience reduced stress, increased comfort 
and positive role modelling of therapeutic approach for student nurses are enhanced 
(Lin & Lin 2011: 604). Segnon (2014: 18) avers that respect is the most basic ethical 
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principle in professional health care and each service user should be respected as a 
unique person who is equally and morally valuable as all other persons. This was 
supported by Cheraghi, et al. (2015: 1) who reported that dignity is an intrinsic and 
objective value that is inherent in every human being and proper nursing care has 
the potential to bring about further expression of human dignity through incorporation 
of therapeutic approach.  
 
It is necessary and natural that nurses witness patients’ bodies, defects and 
disabilities when rendering nursing care since other nursing interventions may 
require the patient to undress half or full. As such, patients may feel vulnerable, 
anxious, embarrassed, and physically uncomfortable. Therefore, nurses are 
expected to provide dignified nursing care by maintaining privacy and dignity 
throughout levels of rendering of nursing care at the patients’ bedside. However, in 
this study, participants expressed lack of respect for patients’ dignity as negative 
experience as it compromises role modelling of therapeutic approach for student 
nurses and the fundamental human rights of human dignity. They reported that 
registered nurses expose patients unnecessary when rendering nursing care, talking 
to the patients the way they like and treating them like they are not human beings. 
As a result, student nurses experienced role modelling of therapeutic approach 
negatively. 
 
Participants said: 
“When you approach the sister (registered nurse) to advocate for the patient to 
be screened in order to maintain his dignity, the manager (registered nurse) will 
say ‘hai, no man, eish, you are wasting our time, when are we going to finish 
up’? Sometimes when you approach them, some will say ‘oh, lo…Shem, u 
ziyenza nxono’ meaning ‘she thinks of herself being better than others’. ”  
 
“What I’ve noticed is that registered nurses are not role modelling therapeutic 
approach, especially to us students, how can I put it? She just talks with 
patients the way she wants, even patients when they see her or him, they make 
comments like ’oh…u khona ke namhlanje’, meaning ‘she (registered nurse) is 
here today.” 
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Warner, et al. (2012: 86) assert that privacy of the physical body is lost when the 
patient is unnecessarily exposed. Bagheri et al. (2012: 9) concur that bodily 
exposure in hospital is recognised as a factor that seriously threatens patients’ 
dignity and increase negative experiences of student nurses on role modelling of 
therapeutic approach. Lack of patients’ physical privacy is characterised by 
nakedness of intimate areas such as genitalia and bosom exposed unnecessarily 
(Chesop & Nabunya, 2015: 49). The implication is that such practice compromised 
the determination of student nurses to therapeutically maintain patients’ dignity. 
Cheraghi et al. (2015: 1) assert that treating patients as objects compromises 
patients’ dignity and hinders the enhancement of therapeutic approach that could be 
achieved through role modelling by registered nurses.  
 
On being asked what could be done to promote respect for patients’ dignity in order 
to enhance role modelling of therapeutic? The participants said: 
 
“If patients can be treated with love and respect, it will make nursing and nurses 
respected. Treat them like you are treating your own family”. 
 
Cheraghi et al. (2015: 8) assert that when nurses treat patients with dignity, they 
affirm their own dignity and value of care they provide to patients. Moreover, student 
nurses who perceive registered nurses to be respectful also perceive themselves as 
respectful and respecting (Labrague, McEnroe-Petitte, et al., 2015: 344). Meyer 
(2016: 37) asserts that in order to respect patients, student nurses must also 
experience respect. Furthermore, Warner et al. (2012: 86) assert that, for positive 
experiences of student nurses to be achieved, respect for patients’ dignity is required 
on the role of the registered nurses. The authors further suggest a ‘caring moment’ 
whereby nurses provide authentic care and unconditional respect for patients’ dignity 
which is considered to be vital with reference to the role modelling of therapeutic 
approach for student nurses in the clinical setting. This was also supported by Essay 
(2016: 1) who asserts that respect for patients’ dignity is a therapeutic approach that 
can be given at the bedside of the patient to reduce both spiritual and psychological 
distress. Henderson, Cooke, Creedy, and Walker (2012: 26) report that maintaining 
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patients’ right to dignity is an aspect that will maximise the positive experiences of 
student nurses and enables registered nurses to role model therapeutic approach in 
the clinical practice.  
 
The researcher argues that treating patients with humanity and respect will reduce 
negative experiences of student nurses on role modelling of therapeutic approach. 
Dignity of the patient depends on registered nurses upholding their professional 
responsibility to respect patients’ dignity and considering passing the legacy of 
respect for patients to student nurses through role modelling of therapeutic 
approach.  
 
Registered nurses need to recognise that student nurses will experience provision 
and usage of mobile screens to conceal patients’ bed where there is no curtain or 
divider as a therapeutic approach to maintain patients’ dignity. A conducive 
respectful environment for both patients and student nurses is vital for the 
enhancement of therapeutic approach. Dale, Leland and Dale (2013: 2) concur that 
an environment in which there is a portrayal of respect for all improves the 
experiences of student nurses on role modelling of therapeutic approach and 
patients’ dignity. It is important that student nurses experiences on role modelling are 
known as this knowledge will assist registered nurses to role model appropriate 
therapeutic approach. 
 
c) Unequal treatment: re-respect for patients’ dignity 
 
According to Hajbaghery and Aghajani (2015: 1), ‘dignity’ is fundamental to the 
wellbeing of every patient and a basic human right for all. In caring, dignity as a 
concept is associated with respect, privacy and justice conferred to patients (Lin & 
Tsai 2011: 340). Applying the principle of justice in the clinical setting involves the 
allocation of resources and treating all patients equally in a dignified therapeutic 
approach (Sinclair, 2018: 10). However, participants witnessed unequal treatment in 
as far as maintaining patient’s dignity which is unacceptable for their experiences on 
role modelling of therapeutic approach. They reported that they experienced unequal 
treatment that came in the form of providing care that lacked respect for patients’ 
dignity. Respecting patients also involves respecting patients’ physical body privacy 
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(Li, Watson & Tsai, 2013: 168). In this study, participants are concerned that respect 
of patients’ dignity is tied with patients’ racial colour and they find these distressing 
and compromising the role modelling of therapeutic approach for student nurses. 
They reported that the white race patients are provided with privacy and dignity while 
the counterpart blacks are not.  
 
This is evident by the following quote from a participant:  
 
“What I have noticed is that patients are not provided with privacy, when 
patients are done back and pressure parts care, in the ward, you find that 
registered nurses are not treating whites and the black race patients the same. 
You find that for a black race patient, there is no curtain in between, they will 
change the patient while other patients at both sides are looking, but if you is a 
white race patient, they will try to make some means to find a side ward or put 
the patient in other ward where there is a curtain so that when they change, the 
patient can have privacy of his own”. 
 
Baillie and Matiti (2013: 3) assert that if registered nurses do not provide care in 
ways that promote equality, their behaviour could be experienced by student nurses 
as discriminatory and negative for role modelling of therapeutic approach. Erdil and 
Korkmaz (2009: 59) report that student nurses are disappointed by registered nurses 
exposing patients during care and when performing procedures without attempting to 
maintain patients’ dignity by closing curtains or moving patients into a private area. 
Tiwaken, Caranto and David (2015: 67) concur with the above that the failure of 
registered nurses to provide equal treatment and respect for patients based on their 
racial colour will end up with student nurses being confused, not interested in 
respecting and portraying therapeutic approach to patients of their opposite race.   
 
Meyer (2016:  28) asserts that every human life has worth and is entitled to the best 
respect and dignity that the nurse is able to give to empower student nurses with 
skills necessary to therapeutically approach patients. Cheraghi et al. (2015: 8) report 
that role modelling of therapeutic approach means to treat and respect patients’ 
dignity regardless of their gender, position, race, and religion which will improve 
student nurses experiences. Tomas (2017: 26) avers that unequal treatment of 
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patients disregards the student nurses’ experiences on role modelling of therapeutic 
approach. When patients are denied respect on basis of the language they speak, 
educational level and cultural belief or skin colour, student nurses do not feel 
respected too based on their training level. As a result, it inhibits the role modelling of 
therapeutic approach at clinical practice of student nurses.  
 
When the participants were asked what could be done to address unequal treatment 
of respect for patients’ dignity in order to enhance role modelling of therapeutic 
approach. Participants said: 
 
 “I think if we can treat all patients equally irrespective of the colour of their 
skin”. 
 
“…there must be a day whereby registered nurses are reminded about the 
nurses’ pledge. They must be the lighting of the candles to remind nurses about 
their pledge to nurse patients equally without considering their race. The 
pledge must come in place regularly because it is done at the graduation and 
then forgot about it”.  
 
Bagheri et al. (2012: 10) concur that considering all patients as equal human beings, 
treating and approaching them with respect will be beneficial to the role modelling of 
therapeutic approach for student nurses. Furthermore, Baillie and Matiti (2013: 3) 
assert that registered nurses need to be aware that student nurses are observing 
their practices. Therefore, treating all patients equally with respect and dignity will 
restore patients’ dignity and positive experiences of student nurses on role modelling 
of therapeutic approach. In addition, Erdil and Korkmaz (2009: 59) accentuate that 
as registered nurses prioritise providing patients’ privacy relative to the need rather 
than based on their race, positive experiences for student nurses on role model 
therapeutic approach will also increase. The nurses’ pledge of service by Florence 
Nightingale specifies that patients treated equally to promote positive role modelling 
of therapeutic approach and equipping student nurses with the capacity of treating all 
patients equally (Rundquvist, Sivonen & Delmar, 2011: 14). 
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The researcher is of the opinion that the need for registered nurses to be civil and 
professional when treating all patients, not based on their race is “a cry for” positive 
role modelling of therapeutic approach for student nurses. Registered nurses should 
not only pay more attention to the concept of ‘respect for patients’ dignity’, but also 
consider to positively role model therapeutic approach by providing equal treatment 
to all patients  to produce nurses who will be sensitive to patients dignity and inspired  
to look up to them as their role models. Registered nurses should role model 
therapeutic approach in everything they do; they cannot rely on sermons or 
preaching ‘respect for patients’ dignity’ (Meyer 2016: 49). 
 
d) The impact of physical space of the ward cubicles on patients’ privacy 
 
Physical space of the ward cubicles is characterised by being open without privacy, 
absence of individual curtains and where beds are extremely close to each other 
(Chesop, et al. & 2015: 49). Participants expressed the impact of physical space of 
the ward cubicles as a negative experience as it compromises patients’ privacy and 
the role modelling of therapeutic approach for student nurses. They reported that the 
closeness of the beds notably affected patients’ privacy and confidentiality 
negatively. The closeness of the beds lead to unintentional breach of patient’s 
privacy and confidentiality that creates frustration to registered nurses when they 
want to positively role model therapeutic approach for student nurses. 
 
Participants said: 
 
“I do not think the environment is therapeutic to the patients because beds are 
so close to one other. When you take report in the morning, patients will be 
listening to what is being said about the other patients’ condition”. 
 
“When patients who are bedridden want to use bedpan, he will not feel 
comfortable to do that (pass urine) because of the closeness of patients’ bed in 
one cubicle. I think that is not ‘okay’ for the patients because there is no privacy 
there…umm”. 
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Student nurses had an increased possibility of experiencing role modelling of 
therapeutic approach negatively owing to the impact of the physical space of the 
ward cubicles (Ko-Lin, Chee-Lee & Chi Kuo, 2013: 1). Similarly, Tomas (2017: 89) 
concurs that the physical space of the ward cubicles did not only affect patients’ 
privacy, but also jeopardise the role modelling of therapeutic approach for student 
nurses. Therefore, registered nurses need to find ways to create a conducive 
environment in which confidential conversation between patients and registered 
nurses, especially when discussing sensitive medical conditions and some important 
treatment options will be possible, and enable role modelling of therapeutic approach 
for student nurses (Ko-Lin, et al. 2013: 1).  
 
When asked what could be done to improve physical space of the ward cubicles in 
order to enhance role modelling of therapeutic approach, the participants said: 
 
“...patients can be taken elsewhere or the voices can be lowered in order to 
communicate with them to ensure the confidentiality”. 
 
“So I think if they can change the infrastructure of the cubicles on how it is right 
now so that patients are treated in isolated individualized or separate rooms 
for their privacy to be maintained.   
 
“Provision and the use of mobile screen can also help”.  
 
In support of the above, Chesop, et al. ( 2015: 17) report that patients’ privacy 
continues to be a concern for role modelling of therapeutic approach because the 
architectural structure of the cubicles which is one of the prohibiting factor to 
maintain patients’ privacy. Ozturk (2014: 40) asserts that lowering of voice tones 
when discussing patients’ sensitive information is a negotiable plan to maintain 
patients’ privacy and enhance role modelling of therapeutic approach for student 
nurses. Single rooms as opposed to shared rooms will be beneficial to maintain 
patients’ privacy and improving negative experiences of student nurses and while 
registered nurses will be commitment to role modelling of therapeutic approach 
(Hoidokki, 2014: 40).  
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The researcher is of the opinion that hospital management must have a long-term 
plan established to improve the physical space of the ward cubicles. More 
importantly, the plan should be implemented to improve the physical space of the 
ward cubicles should be put in place and implemented to maintain patients’ privacy, 
confidentiality and dignity and ensure positive role modelling of therapeutic 
approach. Registered nurses need to negotiate plans for actions to maintain patients’ 
privacy, confidentiality and dignity even if these involve challenging the institution 
management or professional directives for enhancement of role modelling of 
therapeutic approach. To achieve positive role modelling of therapeutic approach for 
student nurses in the clinical setting, hospital management must provide essentials 
for maintaining patients’ privacy and dignity. Physical space of the ward cubicles 
accounts for the value of patients’ privacy and dignity that the registered nurses give 
to patients and increases positive experiences of student nurses. 
 
Sub-theme 2.2: Shortage of registered nurses and its effects 
 
Registered nurses are regarded as the backbone of the health care system. The 
shortage of nurses refers to the inadequate number of registered nurses to meet 
professional demand for nursing care within a health care setting (Meyer 2016: 31). 
On the contrary, Nursing Act (no: 33 of 2005) posits that the ‘shortage of staff’ is 
insufficiency of qualified registered nurses and enrolled nurses. At the nursing 
summit on the 5th April 2011, the then Minister of Health, Dr Motsoaledi declared that 
South Africa is facing a critical shortage of nurses, especially the category of 
registered nurses. 
 
In this study, all the participants interviewed experienced the shortage of registered 
nurses  negatively, which was expressed as  patients left unattended, neglected and 
wait for a long time to be fed owing to the shortage of staff particularly shortage of 
registered nurses. Their negative experiences of shortage of registered nurses 
resulted in negative experiences on role modelling of therapeutic approach. 
However, participants did not blame the registered nurses for their negative 
experiences. They reported that shortage of registered nurses’ is associated with 
and involves high workloads resulting to registered nurses left being stressed, 
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exhausted, experiencing of burnout and compromised  role modelling of therapeutic 
approach for student nurses.  
Participants said: 
“The staff is not enough and as a result, they will leave the food until it is cold. 
They are neglecting the patients”. 
 
 “Because of overwork, ultimately the registered nurses will be impatient or 
short tempered’. 
 
“Role modelling of the therapeutic approach by registered nurses is poor 
because of the hospital is overpopulated by a lot of patients”. 
 
“I want to say maybe they (registered nurses) are overworked because of the 
overcrowding of patients.  
 
Siggins Miller Consultants (2012: 10) indicate that shortage of registered nurses, 
overcrowding of patients and heavy workloads to registered nurses are some of the 
factors identified as a significant barrier to experiences of student nurses on role 
modelling of therapeutic approach. Berezuik (2010: 53) concurs that shortage of 
registered nurses in the clinical settings hinders the role modelling of therapeutic 
approach. The findings of the study conducted by Mkansi (2015: 67) reveal that 
when student nurses experiences role modelling of therapeutic approach negatively, 
they will also imitate the same after completion of their training. As a result, there will 
be a continuous cycle of negative role modelling of therapeutic approach by 
registered nurses. 
 
Els (2017: 113) concurs that registered nurses experience their roles and 
responsibilities as unrealistic, perceiving themselves as working under tremendous 
pressure and stress to keep up with the workload leaving them exhausted to attempt 
role modelling of therapeutic approach when rendering nursing care. The adverse 
effect of high workload and exhaustion is negative experiences of student nurses on 
the role modelling of therapeutic approach. Furthermore, Oosthuizen (2012: 60) 
reports that the intolerable excessive workloads for registered nurses has  led to 
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many nurses suffering from burnout and compassionate fatigue, which contributes to 
less for registered nurses to role model therapeutic approach for student nurses. 
Erasmus and Blaauw (2009: 1) further assert that the shortage of registered nurses 
has led to increased workloads and poor quality care of patients, poor staff morale 
and stress related problems such as depression, moodiness and anxiety. As a result, 
registered nurses are not able to optimise the role modelling of therapeutic approach 
for student nurses to the expected standard while at the bed side of the patient 
(Suresh, Matthews & Coyne 2012: 775). Mathibe-Neke (2015: 4) found that 
shortages of registered nurses is a destabilising force that influences the negative 
experiences of student nurses on the role modelling therapeutic approach . 
 
Segnon (2014: 9) reports that the results have shown that nurses in South African 
public hospitals are highly stressed owing to the shortage of staff and unmanageable 
workloads. This has led to registered nurses to be unapproachable to patients and 
student nurses, posing a serious challenge on the role modelling of therapeutic 
approach and difficult for student nurses to understand the reality of therapeutic 
approach in the clinical setting. In addition, Mkhwanazi (2012: 1) concurs that stress 
and burnout owing to shortage of registered nurses in the clinical setting has led  to 
registered nurses not concentrating on role modelling of therapeutic approach for 
student nurses, precedence being given to work that must be done in the wards 
(Cunze,  2016: 104). 
 
Another participant said:  
 
“You will find that there are three people on duty to care for many patients, and 
when you ask the managers that staff should be added, the OM (Operational 
managers) will refuse”.  
 
“There is a nurse-patient ratio imbalance causing more workload and burnout 
to the staff and compromising therapeutic approach to the patients”.  
 
The overall production of nurses in South Africa is not keeping up with the increase 
in population growth for registered nurses to role model therapeutic approach 
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(Segnon, 2014: 8). Coetzee, Klopper, Ellis and Aiken (2013: 170) assert that 
registered nurses are let down by poor nurse-patient workload, making role model 
therapeutic approach for student nurses low on their priority list as they are 
pressured for time to attend to all patients. The patients’ workload on registered 
nurses has a negative influence on role modelling of therapeutic approach for 
student nurses. The registered nurses-patient ratio allocated per shift in an 
overcrowded ward makes it impossible for student nurses to experience the role 
model therapeutic approach and less interested to learn therapeutic approach  with 
such number of registered nurses on duty (Mokoena, 2017: 63). Moodley (2012: 
165) asserts that the pressure placed on registered nurses to deal with large number 
of patients’ causes’ emotional imbalance and hinders the role modelling of 
therapeutic approach for student nurses.  
 
When asked what could be done to address shortage of registered nurses and its 
effects in order to enhance role modelling of therapeutic approach. The participants 
said: 
 
“Government must open posts and hire staff”. 
 
“I think they must employ more staff so that we don’t have to be overworked 
because it is a problem to see a lot of patients in one day. Registered nurses 
end up having burnout and being impatient to the patients. If there is enough 
staff, I don’t think the approach to the patients will be negative in this hospital”. 
 
“If they can employ more staff and balance the nurse-patient ratios and nursing 
staff in general, because registered nurses are also supervising the 
subordinates”. 
 
“…or motivate for people to come and do overtime”. 
 
Tomas (2017: 90) avers that there is a need to address the shortage of staff 
particularly the category of registered nurses owing to overcrowding of patients to 
relieve workload and exhaustion and ensure positive experiences on role modelling 
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of therapeutic approach. Recruiting, training and retaining of more nurses to be 
implemented in order to struck the balance between nurse-patient ratios for 
registered nurses and to improve the negative experiences of student nurses on the 
role modelling of therapeutic approach (Stam, Laschinger, Regan & Wond, 2015: 
192). Furthermore, Nkwinda (2017: 163) concurs that adequate staffing will allow 
sufficient time for registered nurses to role model therapeutic approach for student 
nurses. Tomas (2017: 72) recommends a proper human resource planning and the 
need to hire more registered nurses in order to minimise work-related stress caused 
by overwork on the current registered nurses for improved positive experiences of 
student nurses on role modelling of therapeutic approach.  
 
Uys and Klopper (2013: 1) concur that the hospital managers should have a clear 
idea of the ratio of each category of nurses as it will make it easier for them to plan 
the staffing pattern to address shortage of registered nurses and reduce workload   
while making it possible for registered nurses to enhance role modelling of 
therapeutic approach for student nurses. Els (2017: 122) further recommends that 
registered nurses who work in general nursing units should be included in the 
steering committee to provide their inputs in the decision-making of the nurse-patient 
ratio staff allocation to improve fair workload distribution, leading to genuine role 
modelling of therapeutic approach and increased positive experiences of student 
nurses.  
 
The high number of patients in relation to less staffing (shortage of registered 
nurses) leads to increased workload, stress and burnout which is found to be notably 
associated with negative experiences of student nurses on role modelling of 
therapeutic approach. The hiring of caregivers and support staff to decrease 
workload emanating from doing non-nursing duties will give registered nurses 
opportunities to consider their approach to patient, which will bring about positive 
experiences of student nurses on therapeutic approach. Segnon (2014: 9) 
underscores that no single ‘magic bullet’ policy will solve nursing shortages. 
Therefore, management should endeavour to have enough registered nurses for the 
benefits of student nurses’ positive experiences on role modelling of therapeutic 
approach. The researcher concludes that role modelling of therapeutic approach 
does not require extra additional staff and time, but it is about doing the right thing, 
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and that should happen spontaneously as bread and butter in the face of unrealistic 
nurse workloads. Therefore, the ‘shortage of registered nurses’ cannot be used as 
an excuse for registered nurses’ failure to role model therapeutic approach for 
student nurses’ positive experiences.  
 
Theme 3: Poor quality patient care rendered by registered nurses  
 
The South African healthcare system is predominantly nurse based, and 
competence of registered nurses is essential to meet the quality health care needs of 
patients (Ministerial Task Team, 2012: 23). Where patient care is of good quality, 
patients tend to be satisfied with the care and consequently, improved student 
nurses experiences on role modelling of therapeutic approach (Nkwinda, 2017: 1). 
However, the South African government faces significant challenges in providing 
high quality patient care. Mosadeghrad (2014: 77) defines quality as value, 
excellence, conformance to specifications and requirements meeting and exceeding 
customers’ expectations. According to Somahela (2014: 3), ‘quality patient care’ is 
doing the right thing the first time, doing it better the next time within the available 
resources and to the satisfaction of the community.  
 
The National Department of Health in South Africa’s goal is to provide quality health 
services to the whole population (Muller 2011: 20). Irfan, Ijaz and Farooq (2012: 870) 
accentuate that despite the global and national service delivery challenges, quality 
patient care remains the key parameter for measuring service delivery in the health 
care settings. Therefore, poor quality patient care is not an acceptable nursing 
practice as it is against the mission and vision statement of the Department of Health 
(DoH). The vision of the DoH is ‘accessible, caring and high quality health system 
while its mission is ‘to improve health status through the prevention of diseases,  
promotion of healthy lifestyle and to consistently improve the health care system by 
focusing on access, equity, quality and sustainability’ (Department of Health, 2010: 
10). However, the Department of Health customer care centre is receiving 
complaints from the community about poor patient care associated with negative 
approach by registered nurses.   
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Registered nurses are regarded as the backbone of the health care system and are 
expected to provide quality care to patients who rely on their expertise, knowledge 
and their professional skills (Smith, 2013: 135). Smith (2012: 1) maintains that 
patients expect high quality care from their nurses and anything less is unacceptable 
to patients as well as to student nurses’ experiences on the role modelling of 
therapeutic approach. Therefore, registered nurses are expected not to just care for 
role modelling of therapeutic approach, but to model therapeutic approach for 
student nurses by providing quality patient care.  
 
Caring is perceived as good as it unifies nurse-patients and enhance positive  role 
modelling of therapeutic approach for student nurses in the clinical setting (Kotze, 
2013: 16). Meyer (2016: 1) asserts that registered nurses develop caring in student 
nurses by being approachable and allowing them to emulate therapeutic approach 
when interacting with patients, colleagues and other health team members. In this 
study, participants expressed poor quality patient care rendered by registered nurses 
as negative experience that affect student nurses experiences on the role modelling 
of therapeutic approach. Participants articulated poor quality patient care as 
neglecting of patients and lack of patient advocacy. 
 
Sub-theme 3.1: Neglecting of patients 
 
Poor quality patient care is reported to be mainly caused by registered nurses 
neglecting patients (Ellis & Aiken, 2013: 170), which disregards the experiences of 
student nurses on therapeutic approach. According to Dhai and McQuoid–Mason 
(2010: 92), ‘negligence’ is defined as healthcare practitioner failing to execute the 
care and skill required in the field of practice. The South African Strategic Plan for 
Nursing Education, Training and Practice (Ministerial Task Team 2012: 23) reports 
that nurses’ negligence is omitting basic nursing care responsibilities towards 
patients which has the potential to cause serious adverse health outcomes or even 
loss of life. Moreover, it continues to carry tremendous financial implications to the 
health care industry and undermine the experiences of student nurses on role 
modelling of therapeutic approach. The Gauteng Department of Health is faced with 
claims regarding patient negligence amounting to R1.28 billion for the financial year 
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2012 and 2013, which reflects as incompetence on the part of registered nurses and 
student nurses become inconsiderate to practice therapeutic approach to patients.  
 
Participants expressed neglecting of patients as negative experience as it negatively 
affects their experiences on role modelling of therapeutic approach. They reported 
that neglecting of patients is characterised by registered nurses’ failure and or 
omitting to administer patients’ prescribed medications. This resulted in participants 
experiencing role modelling of therapeutic approach negatively. They further 
reported that registered nurses falsify patients’ records about the nursing 
interventions not rendered and leaving the patients unattended in pain.  
 
Participants said: 
 
“Therapeutic approach is poor because, for example after when the patient has 
done surgical procedure and the Dr has prescribed pethidine for pain, the 
registered nurse will say ‘don’t give the patient’ where will she get it while she is 
at home?” 
 
“…and when the patient tells the registered nurse that the vacoliter is empty and 
it causes pain she ( registered nurse) will say ‘they will change it’ while  leaving 
the patient unattended in pain. That is not therapeutic at all”. 
 
Sinclair (2013: 12) asserts that failing and or omitting to administer patients’ 
prescribed medications is a gross negligence.  According to Els (2017: 93), the term 
‘missed nursing care’ refers to the omission or delay of any care aspect required in 
any care provision which is equally missed opportunity or delay to role model 
therapeutic approach to student nurses. Negative experiences of student nurses on 
role modelling of therapeutic approach were owing to ‘missed nursing care’ by 
registered nurses and overall increases in clinical errors (Chawani, 2009: 89).  
 
The quality of nursing care provided by registered nurses in Gauteng Department of 
Health is coming into question owing to numerous instances of negligent acts in the 
clinical setting (Williams, 2018: 1). The following are outlined by student nurses to 
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relate the poor quality patient care provided by registered nurses in the clinical 
practice which led to frustrations and confusion of student nurses on their 
experiences of therapeutic approach: the witnessing of registered nurses skipping 
providing treatment and medication properly and missing of routines. Somahela 
(2014: 20) reports that skipping and missing of routines happens because some 
nurses are not passionate about their work, and they neglect to do some of the work 
they were supposed to do. Therefore, that may add to suboptimal patient care and 
negative expression of therapeutic approach for student nurses in the clinical setting.  
 
Williams (2018: 1) reports that patients are at the receiving end of negligent care 
provided by registered nurses, placing them in a vulnerable and life threatening 
position. As a result of this, student nurses feel hopeless about the quality of care 
rendered by registered nurses and they are dissatisfied about their role modelling of 
therapeutic approach. The historical generalisation and media coverage of poor 
quality nursing care interfere with the role modelling to develop therapeutic approach 
for student nurses (Chawani, 2009: 89). In the same vein, Nkwinda (2017: 1) 
concurs that neglecting of patients diminishes quality and impacts negatively on 
quality patient care and role modelling of therapeutic approach for student nurses.  
 
The statistical report of SANC for Professional Misconduct cases for the period 
March 2017 to November 2017 reported that the Gauteng Province had 11 cases 
reported including two poor nursing care cases and one medication-related case. 
The nursing category most involved in the cases of professional misconduct was 
found to be registered nurses with the total amounting to 12. As a result, student 
nurses lack confidence in the ability of registered nurses to role modelling of 
therapeutic approach.  
 
Participants articulated the following: 
 
“Helpless patients are not assisted with feeding and registered nurses are not 
supervising those who are delegated such responsibilities to ensure that it is 
carried out. 
“Nurses make false entries about patients eating well”.  
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“I realized that in my ward, I can’t mention the name of the ward, every day the 
registered nurse will take patients’ files and just sign without giving the 
medications and then she will put it back again. She only signs …she doesn’t 
give the medications”. 
 
In administration of medication, for example, Lundstrom (2014: 08) asserts that 
medications and treatment are documented as being given when they are not and as 
such, most patients do not die as a direct result of paperwork errors, but as 
medications not being administered.  As a result, student nurses lose focus and have 
divided attention of understanding the connection between the role modelling of 
therapeutic approach and medication error. Wang, Hailey and Yu (2011: 2) concur 
that there is a poor congruence between the recorded content and the actual results 
from the patients’ assessment. It does not reflect the clinical bedside realities. 
However, it links negative experiences of student nurses on role modelling of 
therapeutic approach with unsafe practices in patient care delivery. The authors 
further assert that documentation should hold valid, reliable information and comply 
with the quality standard because it is used as a tool to assess quality patient care 
and enhance role modelling of therapeutic approach.  
 
Toregossa (2011: 152) asserts that the substandard care provided by registered 
nurses and its impact on quality patient care affects student nurses’ experiences on 
role modelling of therapeutic approach. Els (2017: 94) further concurs that student 
nurses’ negative experiences on role modelling of therapeutic approach emanates 
from documented data in the nursing records which sometimes do not reflect the 
bedside realities. Mathibe-Neke (2015: 3) reports that registered nurses’ argument 
that nursing care has being carried out although not recorded carries a risk to 
student nurses experiences on role modelling of therapeutic approach. The risk is 
that student nurses will feel confident to keep proper records and express 
therapeutic approach in nursing practice.  
 
According to Erdil and Korkmaz (2009: 53), patient medical records are very 
personal documents used daily to record information about patient’s personal details, 
prescription and diagnosis for future reference to follow-up patients. Patients’ records 
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have many legal and ethical issues surrounding them (Buelow, Mahan & Garrity, 
2010: 97). Falsifying of patients’ records is a malpractice that comes with serious 
consequences (Erdil & Korkmaz, 2009: 53), which contribute to negative role 
modelling of therapeutic approach for student nurses and student nurses being 
unaccountable for their nursing errors in the clinical setting.  
 
Segnon (2014: 8) concurs that nurses spend more time on paper work than on 
providing quality patients’ care which led to occurrence of negligence and hinders 
the role modelling of therapeutic approach. Brent (undated) asserts that ‘when 
anyone falsifies information about themselves, it is a serious matter, as it is 
misleading, deceptive and reflect on your trustworthiness, but it is extremely serious 
when a nurse does this as it impacts negatively on role modelling of therapeutic 
approach for student nurses and quality patient care. The author further asserts that 
falsification of patients’ information is not only unethical; it interferes with the legal 
parameters of the nursing profession, provision of quality patient care and negatively 
affects the role modelling of therapeutic approach. Jooste (2013: 87) highlights that 
poor recordings contributed negatively to patients’ negligence and a barrier to role 
modelling of therapeutic approach for student nurses and quality patient care 
delivery.  
 
A participant said: 
 
“Nursing care was very good in the olden [days] compared to nowadays, and 
you will always hear old people saying ‘nursing has gone to dogs, so the 
quality of patient care has deteriorated”.   
 
In the same vein, Somahela (2014: 1) concurs that owing to the negative 
experiences of student nurses on role modelling of therapeutic approach, there is a 
perception from some of the community members of the KwaZulu-Natal that nursing 
is gradually losing some of its important values which have given the profession a 
good name owing to nurses’ negligence. Els (2017: 79) further echoes that nursing 
care practices of the past were better and even more therapeutic for student nurses’ 
experiences as compared with the modern day models. Neglecting of patients has 
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been found to be contributing to the unpreparedness of student nurses to emulate 
therapeutic approach (Summer, 2012: 20).  
 
Another participant reported that registered nurses are not assisting helpless 
patients with feeding and or supervising staff delegated to assist patients during 
meal time to ensure that patients are fed. Participant said: 
 
“Registered nurses are no longer doing junior jobs, you find that there is no 
enough staff in the ward, during patients’ meal time, they (registered nurses) will 
expect only Auxiliary nurses to feed all helpless patients even if there are only 
two of them on duty. They (registered nurses) will neglect the patients and leave 
the food until it is cold while they are waiting for those two Auxiliary nurses to 
feed those patients whereas they are not even busy”.  
 
Basic nursing care omission, such as inadequate nutritional intake and insufficient 
patient mobility pose serious risk to patients and leaving the student nurses being 
uncertain about the therapeutic approach they are learning from the registered 
nurses (Maharaj, 2015:2). The author further concurs that registered nurse category 
find it challenging to assume prominent direct basic nursing care responsibilities at 
the bedside of the patient amid her current operational realities and time restraints. 
These challenges contributed to patients’ negligence and undermine the value of 
student nurses’ experiences on role modelling of therapeutic approach. Roth, Wieck, 
Fountain and Haas (2015:264) indicate that there is a ‘it is not my job’ perception 
that basic nursing care is not considered as the duty and responsibility of the 
registered nurse which is echoed by public opinion, with the allegation that nurses 
regard basic nursing care delivery as a task beneath them, making it difficult to meet 
the demands of role modelling of therapeutic approach for student nurses and quality 
patients’ care delivery. 
  
On being asked what could be done to address patients’ negligence in order to 
enhance role modelling of therapeutic approach. The participants said:  
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“I think maybe if we work as a team with subordinates. Working as a team with 
your subordinates, all the patients will receive the proper nursing care because 
you are working as a team, you are helping each other”. 
 
“Don’t say because I am a registered nurse, I cannot do this; this is a task for 
Enrolled Nurse, if you are working as a team, I think even patients will benefit, 
they will receive a proper nursing care”. 
 
 Kalisch, Lee and Rochman (2010:944) highlight that when teamwork is present, it is 
more likely that the care will not be missed because team members believe that the 
team is more important than the individual staff member and the overall experience 
of student nurses on role modelling of therapeutic approach. Teamwork facilitates 
the concept ‘the work is ours’ not just the particular staff members assigned, and it 
improves quality nursing care (Sanders, Krugman & Schloffman, 2013: 353) and 
enhance student nurses competence practice of therapeutic approach. Rochon, 
Heale and Hunt (2015: 29) concur that teamwork has been identified as an effective 
mechanism playing an important role to teach student nurses therapeutic approach 
to improve their experiences.  
 
Hedges, Nichols and Filoteo (2012: 28) emphasise that teamwork facilitates 
communication among team players and the need to help one another in order to 
achieve quality patient care and creates a working environment in which role 
modelling of therapeutic approach is possible. Furthermore, Armstrong, Rispel and 
Penn-Kekana (2015: 111) report that direct involvement of registered nurses in care 
delivery at the bedside of the patient remain instrumental for positive experiences of 
student nurses on role modelling of therapeutic approach.  
 
The researcher believes that registered nurses as first-line managers and leaders of 
the nursing team have a crucial responsibility to provide quality nursing care and 
make proper entries in patient’s file instead of creating patients’ records to enhance 
role modelling of therapeutic approach for student nurses. Teamwork training as part 
of the orientation and an on-going process is vital to ensure that patients are not 
neglected and quality patient care and role modelling of therapeutic approach 
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improves. Team climate in the nursing unit may also enhance role modelling of 
therapeutic approach in this hospital. Weekly in-service training session with the 
team players to understand the importance of teamwork in achieving the expected 
quality patient care that promotes positive role modelling of therapeutic approach is 
recommended. Therefore, continuous professional development for registered 
nurses on the importance of provision of quality patient care that will then endorse 
the role modelling of therapeutic approach should be encouraged and supported. 
 
Sub-theme 3.2: Lack of patient advocacy 
 
According to Nursing Act (no 33 0f 2005), ‘advocacy’ is the process of providing 
support, referral, liaison, representing, and protecting the interest of individual 
patients and families who may or may not be aware of the need, unable to 
coordinate and arrange health care for themselves. The American Nursing 
Association’s code of ethics defines nursing among others as ‘advocacy’ in the care 
of individuals, families, communities and populations (ANA, 2010), which is the key 
concept aligned to the registered nurses’ ethical behaviour when interacting with 
patients. Patient advocacy is ‘a process or a strategy consisting of a series of 
specific actions for preserving, representing and safeguarding patient’s rights, best 
interests and values in the healthcare system (DiCuccio, 2018: 5) and it is one of the 
ethical decisions of the nurse to ensure patients’ safety (Kibble, 2012: 9).  
 
The purpose of patient advocacy by the nurses is to defend and promote patients’ 
rights (Kibble, 2012: 9). Furthermore, Black (2011:101) underscores that one of the 
primary moral obligations of the registered nurses is to ensure quality patient care 
and patients’ safety to ensure positive role modelling of therapeutic approach for 
student nurses. Vulnerable patients as a result of their conditions or anxiety need to 
be protected from acts of incompetence from health care professionals and 
unnecessary treatment. Furthermore, Blondal and Hallsorsdottir (2009: 27) outlined 
the attributes of patients’ advocacy as safeguarding the patients’ autonomy, 
therapeutically acting on behalf of patients and championing social justice in the 
provision of quality patient care for positive experiences of student nurses. El-Aziz El 
Seesy and Al Nagshabandi (2016: 1) assert that it is not only weak and vulnerable 
patients that require nurses’ advocacy, but all patients need to be advocated for.  
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Rights and responsibilities of a nurse require nurses to advocate on behalf of the 
patients, so too does the Nursing Act (no 33: 2005) under scope of practice (R2598). 
Kibble (2012: 3) assert that nurses do not only required to update all the disciplines 
on the plan of care, but also serve as patient’s advocate to ensure student nurses 
exposure to therapeutic approach. According to Davoodvand, Abbaszader and 
Ahmadi (2016: 1), patients’ advocacy refers to protecting patients’ against unethical 
and illegal acts of the health care professionals. However, in this study, participants 
expressed lack of patients’ advocacy as negative experience as it affects role 
modelling of therapeutic approach at this hospital. They reported that sometimes 
patients complicates because of registered nurses not advocating for treatment due 
to them.   
 
The above is affirmed by the following quotes from the participants: 
 
“When patient is coming for the collection of treatment as follow-up on a wrong 
appointment, date, so when the patient enters in the Dr’s room, the Dr will send the 
patient back. The sister (registered nurse) will not try to advocate for the patient to be 
prescribed for treatment with the knowledge of what will happen if the patient continue 
not taking medications. I witness the patient having fits while the Dr is sending him 
back in the presence of the registered nurse who was supposed to speak on behalf of 
the patient”.  
 
Blondal and Hallsorsdottir (2009: 27) assert that when the advocacy role of 
registered nurses is failing the vulnerable patients, role modelling of therapeutic 
approach to student nurses will not make logical sense. Hanks (2010: 54) concurs 
that student nurses experience on role modelling of therapeutic approach was 
negative owing to poor quality patients’ care and lack of patients advocacy by 
registered nurses. As a result, student nurses do not question the registered nurses’ 
lack of patient advocacy fearing to be taken for granted and for public humiliation by 
registered nurses. In addition, Kibble (2012: 11) avers that patient advocacy is an 
action that goes beyond providing good care by nurses; it also serves as therapeutic 
to the wellbeing of the patient. Lack of patients’ advocacy by registered nurses is 
tempering with the role modelling of therapeutic approach. Lack of advocacy gave 
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rise to the following question asked by Mathibe-Neke (2015: 5), ‘are nurses a silent 
group in the health care arena’? This question was asked after the above authors 
observed and perplexed by the silence of registered nurses in situations requiring 
them to speak for and on behalf of the patients. El-Aziz El Seesy and Al 
Nagshabandi (2016: 1) indicate that lack of patients’ advocacy contributed to poor 
quality patient care, ignores role modelling of therapeutic approach for student 
nurses and negatively affected their motivation to learn from registered nurses in the 
clinical setting.  
Another participant said: 
“Yesterday I was doing rounds with the Dr, so the Dr was shouting at me saying 
‘I ordered VCT to be done yesterday and it wasn’t, and see this patient’s 
condition is deteriorating, maybe if VCT was done and the patient was started 
on treatment, it was not going to be like this. When I come in this morning, it was 
already late, the patient was gone” (Sad and crying). 
 
Davoodvand et al. (2016: 1) concur that many nurses do not use their rights and 
power to advocate for their patients and student nurses to improve the negative 
experiences on role modelling of therapeutic approach. The authors’ further report 
that in most cases registered nurses advocates for patients’ rights at an optimal 
level; instead they accept only what they can do, which is called ‘limited advocacy’. 
As a result, negative experiences of student nurses increases as they too, feel 
powerless to advocate for patients. Lack of patients’ advocacy by registered nurses 
is receiving attention of student nurses because it frustrates them and  negatively 
affects the continuity of quality patients’ care and therapeutic approach (Moss, 
Mitchell & Casey 2017:116). Moreover, student nurses are unclear about the role of 
registered nurses as patients’ advocate which is currently in conflict with role 
modelling of therapeutic approach.  
 
On being asked what could be done to enhance patients’ advocacy in order to 
improve student nurses’ experiences on role modelling of therapeutic approach .The 
participants said: 
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“Advocating for the patient is very important, when you are with the patient, do 
everything in your nursing knowledge to protect….I mean to advocate for the 
patient even if the patient is not verbally asking you to do so”. 
 
Kibble (2012: 14) concurs that to improve student nurses’ negative experiences, 
there is a need for nurses to know both the wants and the needs for patients, not 
only through dialogue, but also the wants and the needs of those patients who 
cannot express their desires for themselves. Muller and Bester (2016:208) assert 
that registered nurses are in the best position to advocate for patients to ensure 
positive experience of student nurses in clinical setting, as advocacy is an 
expressive component that nursing brings to health care and makes the nurse an 
indispensable member of the health team (Kotze, 2013: 16). Furthermore, 
Abdollahzadeh, Asghari and Vahidi 2017: 1) assert that registered nurses should 
provide patients’ with necessary advocacy that will be in accord with the role 
modelling of therapeutic approach. De Freitas, De Camargo Silva, Minamisava, et al. 
(2014: 454) posit that registered nurses should acknowledge their distinctive 
responsibility with regard to provision of quality patient care and play their patients’ 
advocacy role in order to ensure positive experiences of student nurses and foster 
the development of therapeutic approach for student nurses. Mathibe-Neke (2015: 4) 
concludes that quality patient care often lies within the patients’ advocacy by 
registered nurses on a daily basis which fits within the attributes of role modelling of 
therapeutic approach for student nurses in the clinical setting.   
 
The researcher contends that nurses who attend ethics courses would actively 
engage in situations of advocating for patients because the ability to advocate for 
patients is based on prepared sound ethical nursing knowledge. Integration of 
advocacy in therapeutic approach in the core induction programme of registered 
nurses can help improve student nurses’ experiences on role modelling of 
therapeutic approach while they are realising the benefits of advocacy. Emphasis on 
the benefits of patients’ advocacy and its outcomes on the role modelling of 
therapeutic approach for student nurses’ experiences in the clinical setting is needed 
to improve student nurses experiences. Furthermore, there is a need to investigate, 
identify and address the challenges contributing to failure of registered nurses’ to 
86 
 
advocate for patients to enable them to positively role model therapeutic approach 
for student nurses experiences. Furthermore, registered nurses need to be more 
acutely aware of their advocacy role as it is central for positive role modelling of 
therapeutic approach for student nurses. 
 
3.3 SUMMARY  
 
Detailed description of the findings and integration of literature were done in this 
chapter. One central theme with three main and subsequent sub-themes were 
discovered as experiences of student nurses on role modelling of therapeutic 
approach by registered nurses at a regional public hospital. Verbatim quotations 
from the participants were also incorporated to enrich the description of the findings. 
Conceptualisation using relevant literature was used to add meaning and credibility 
to the findings of the study. It also involved clarification and analysis of the themes 
and sub-themes of the study. Chapter 4 will focus on the descriptions of the 
recommendations to enhance role modelling of therapeutic approach. Evaluation, 
limitations and concluding statements will also be described in Chapter 4.     
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CHAPTER 4 
 
RECOMMENDATIONS, EVALUATION, LIMITATIONS AND CONCLUSION 
 
4.1 INTRODUCTION 
 
Chapter 3 presented the findings of the experiences of student nurse on role 
modelling of therapeutic approach by registered nurse at a regional public hospital in 
Gauteng. The focus of this chapter is on the recommendations to enhance role 
modelling of therapeutic approach. MacMillan Dictionary Online (2016c:n.p) 
describes recommendations as an act of guidance, a guideline, advice, a plan or a 
suitable suggestion on how to solve a problem or deal with a situation. 
Recommendations to enhance role modelling of therapeutic approach are supported 
by Roberts, Fenton and Barnard (2015: 1). The latter authors assert that registered 
nurses must pose the key characteristics for an effective therapeutic approach. 
These include caring, empathy, respect for the patients, communicate in a 
professional caring manner, maintenance of confidentiality, considering and 
recognising privacy, and dignity of the patients, acting as patients’ advocate and 
ensuring appropriate disclosure of patients’ information to enhance a positive role 
modelling of therapeutic approach. Furthermore, hospitals must be provided with 
additional registered nurses to curb shortage of registered nurses and improve 
quality patient care (Roberts, et al. 2015: 1). These recommendations follow 
conceptualisation and integration of the findings into literature. Following will be the 
description of recommendations, evaluation, limitations and conclusion of the study. 
 
4.2 RECOMMENDATIONS TO ENHANCE ROLE MODELLING OF THERAPEUTIC 
APPROACH BY REGISTERED NURSE  
 
Table 4.1 below outlines the recommendations in accordance to the themes and 
sub-themes discussed in Chapter three:  
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TABLE 4.1: Table of recommendations  
CENTRAL THEME: 
STUDENT NURSES EXPERIENCED ROLE MODELLING OF THERAPEUTIC 
APPROACH BY REGISTERED NURSES NEGATIVELY. 
MAIN THEMES SUB-THEMES RECOMMENDATIONS 
1. Experienced 
non-therapeutic 
communication 
 
1.1 Negative 
attitudes of 
registered 
nurses 
towards 
patients 
 
How to improve non-therapeutic 
communication and negative attitudes of 
registered nurses. 
 
-Registered nurses should be encouraged to 
conduct peer and self-evaluation on their attitude 
towards patients to determine areas of improving 
their therapeutic approach.  
 
-Registered nurses should be encouraged to 
reflect on their own attitude towards patients, 
why did it happen and how they plan to improve. 
 
-Managers should provide feedback on peer and 
self-evaluation on attitude of registered nurses. 
This will hold registered nurses and team 
members accountable for their negative attitude 
towards patients and student nurses in order to 
improve role modelling of therapeutic approach.  
 
 -Managers should investigate various factors that 
contribute to registered nurses’ non-therapeutic 
approach and negative attitude towards patients 
that hinder the role modelling of therapeutic 
approach, and correct it accordingly.  
  
 -Managers should put a plan in place to act 
against negative attitudes of registered nurses 
towards the patients. 
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 -Hospital managers should include negative 
attitudes topic in the orientation programme of 
new staff, graduates entering into the clinical 
practice environment and student nurses. 
  
 -Positive attitude towards patients should not be 
rewarded, but be acknowledged because 
rewarding may displace the genuine positive 
attitude in order to motivate registered to 
continue doing so and for student nurses to 
imitate.  
-Management to adopt a ‘no tolerance approach’ 
to negative attitude of registered nurses towards 
patients.   
 1.2 Lack of 
provision of 
patient 
information 
 
How to improve provision of patients’ 
information.  
 -Registered nurses to give patients full and 
accurate information regarding their health 
problems to improve therapeutic communication 
approach.  
  
 -In-service training of registered nurses on the 
importance of providing patient health education 
for positive experiences of student nurses of the 
therapeutic approach.  
-Registered nurses should allow student nurses 
to participate in the provision of patients’ 
information in order to empower them to have 
confidence when communicating with patients 
and their peers.  
 
1.3 Poor 
handling of 
patients 
complaints 
 
How to improve handling of patients’ 
complaints. 
 
-The hospital management and policy makers 
should develop and implement effective policies 
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which will clearly define the role and 
responsibility of the registered nurses regarding 
handling of patients’ complaints. This will also 
serve as a strategy to prevent racial 
discrimination when handling patients’ 
complaints and improve therapeutic 
communication.   
 
-Patients’ complaints to be handled by an 
independent committee or board formed by 
community members with the registered nurses 
as an overseers in order to facilitate a 
harmonious way of handling of patients’ 
complaints. 
 
-Registered nurses to be adequately trained, 
supervised and supported by managers in order 
to handle patients’ complaints effectively. 
 
- Hospital managers should consider bridging the 
gap between handling of patients’ complaints 
locally than patients reporting their unresolved 
complaints to the media and to the Health 
Service Ombudsman. 
1.4 Racial 
discrimination, 
re- handling of 
patients’ 
complaints. 
How to address racial discrimination when 
handling patients’ complaints. 
-Registered nurses must adopt ‘a light touch’ 
approach than a full formal investigation of 
patients’ complaints without displaying 
discrimination. 
 
-Management and registered nurses need to be 
aware of the racial discriminatory dynamics of 
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handling of patients’ complaints and how to 
internally deal with them. This should include 
admitting and talking openly about racial 
discriminatory dynamics of handling of patients’ 
complaints. 
 
-Creating a dialogic conversation platform where 
registered nurses and managers discuss their 
roles and expectations to facilitate a harmonious 
way of handling of patients’ complaints without 
displaying racial discrimination behaviour. 
 
-The approach to investigate and handle 
patients’ complaints’ should match the 
seriousness of the complaint lodged, not on the 
racial colour. 
 
-Implement a ‘first come and first serve policy’. 
2.  Lack of 
professionalism 
and ethical 
conduct of 
registered 
nurses. 
2.1. Failure to 
maintain 
patients’ right 
to privacy, 
confidentiality, 
dignity and 
respect. 
2. How to improve professionalism and 
ethical behaviour of registered nurses and 
maintain patients’ right to privacy, 
confidentiality, dignity and respect. 
 
-Managers should apply disciplinary measures 
for nurses’ unprofessional and unethical conduct 
to improve student nurses experiences on role 
modelling of therapeutic approach and uplift the 
image of the nursing profession. 
  
 -In-service training for registered nurses to 
upgrade their knowledge on professionalism and 
ethical conduct. 
-The Department of Health (DoH) should allocate 
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specific CPD (Continuing Professional 
Development) points for professional and ethical 
conduct of registered nurses to influence the 
positive experiences of student nurses on role 
modelling of therapeutic approach. 
-The prerequisites for SANC registration renewal 
for registered nurses should include a thorough 
analysis of how their professional and ethical 
conduct influences the role modelling of 
therapeutic approach among students. 
 a) Disclosure 
of patients’ 
diagnosis.  
 
-Registered nurses should not discuss patients’ 
diagnosis where they can be overheard. It should 
be given in a thoughtful way, in a quiet area and 
privately as to create conducive environment that 
will allow student nurses to ask questions and 
learn a therapeutic approach of ‘shared 
confidentiality’. 
 
-Managers should formulate guidelines and 
policies to guide registered nurses regarding the 
disclosures of patients’ information to ensure 
patients confidentiality. This will include 
disclosing patients’ information on a ‘need-to-
know basis’ only. 
 b) Lack of 
respect for 
patients’ 
dignity. 
 
 
-Registered nurses should treat patients with 
dignity to affirm their dignity and value so as to 
enable the student nurses to mimic this 
behaviour. 
 
-Registered nurses should provide ‘a caring 
moment’ by demonstrating authentic care and 
unconditional respect for patients’ dignity. 
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c) Unequal 
treatment: re-
respect for 
patients’ 
dignity. 
 -Registered nurses should prioritise patients’ 
privacy relative to the need rather than based on 
their race. 
  
-Registered nurses need to be civil and 
professional when rendering patient care in order 
to provide equal treatment to all patients. 
 
d) The impact 
of physical 
space of the 
ward cubicles 
on patients’ 
privacy. 
 
 
 -Lower voice tones when discussing patients’ 
sensitive information. 
-Registered nurses should negotiate plans for 
actions to maintain patients’ privacy, 
confidentiality and dignity even if these involves 
challenging the institution management or 
professional directives. 
- Hospital management must provide essentials 
for maintaining patients’ privacy and dignity. 
 2.2: Shortage 
of registered 
nurses and its 
effects. 
 
How to address shortage of registered 
nurses and its effects. 
 -Recruit, train and retain more nurses in order 
struck the balance between nurse-patient-ratios 
for registered nurses. This will include filling of 
vacant registered nurses’ posts as soon as 
possible in order to minimise work-related stress 
caused by overwork on the current registered 
nurses. 
  
 -Hire caregivers and support staff to decrease 
workload emanating from doing non-nursing 
duties. 
-The shortage of registered nurses and workload 
should not be used as an excuse for failure to 
role model therapeutic approach for student 
94 
 
nurses, it should happen spontaneously in the 
face of unrealistic nurse workloads. 
3.Poor quality 
patient care 
rendered by 
registered 
nurses 
3.1. Neglecting 
of patients. 
 
How to improve quality patient care and 
address patients’ negligence.  
 
-Registered nurses to foster teamwork among 
team players to ensure that patients are not 
neglected and quality patient care improves. This 
should include teamwork training of team players 
and student nurses as part of the orientation and 
an on-going process in order for them to 
understand the importance of teamwork in 
achieving desired quality patient care. 
 
-Nurses should make proper entries in patient’s 
file instead of creating patients’ records in order 
to improve quality patient care.   
3.2. Lack of 
patient 
advocacy. 
How to enhance patients’ advocacy  
 
-Registered nurses should advocate for the 
wants and the needs of those patients who 
cannot express their desires for themselves. 
  
-Registered nurses need to attend ethics courses 
to be able to engage in situations of advocating 
for patients: patient advocacy is based on 
prepared sound ethical nursing knowledge. 
 
 
4.3 EVALUATION OF THE STUDY 
 
The researcher explored and described how the student nurses experienced role 
modelling of therapeutic approach by registered nurses at a regional public hospital 
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in Gauteng. One central theme of: student nurses experienced role modelling of 
therapeutic approach by registered nurses negatively emerged with subsequent 
three main themes and sub-themes. The objectives of the study have been achieved 
as recommendations to enhance role modelling of therapeutic approach were made.  
 
4.4. LIMITATIONS  
 
 The study was conducted in one regional public hospital in Gauteng. Different 
experiences may have been described by student nurses in other regional public 
hospitals, which might impact on the transferability of the findings.  
 Some participants were not present for focus group interviews because they were 
on night duty. It would have been possible to base this study on a much wider 
range of experiences if all the participants were present. 
 
4.5 RECOMMENDATIONS FOR NURSING PRACTICE, EDUCATION AND   
NURSING RESEARCH 
 
Recommendations are based on the findings of the study. Recommendations 
regarding nursing education, practice, and future research are discussed below: 
 
4.5.1 Recommendations for nursing practice 
 
 Registered nurses should be encouraged to conduct peer and self-evaluation 
on their attitude towards patients to determine areas of improving their 
therapeutic approach. Registered nurses should be encouraged to reflect on 
their own attitude towards patients, why did it happen and how they plan to 
improve. 
 Positive attitude towards patients should not be rewarded, but be 
acknowledged because rewarding may displace the genuine positive attitude 
in order to motivate registered nurses to continue doing so and for student 
nurses to imitate.  
 Management to adopt a ‘no tolerance approach’ to negative attitude of 
registered nurses towards patients.  
 The hospital management and policy makers should develop and implement 
effective policies which will clearly define the role and responsibility of the 
registered nurses regarding handling of patients’ complaints. This will also 
serve as a strategy to prevent racial discrimination when handling patients’ 
complaints and improve therapeutic communication.   
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 Hospital managers should consider bridging the gap between handling of 
patients’ complaints internally than patients reporting their unresolved 
complaints to the media and to the Health Service Ombudsman. 
 Registered nurses must adopt ‘a light touch’ approach than a full formal 
investigation of patients’ complaints without displaying discrimination. 
 Management and registered nurses need to be aware of the racial 
discriminatory dynamics of handling of patients’ complaints and how to 
internally deal with them. This should include admitting and talking openly 
about racial discriminatory dynamics of handling of patients’ complaints. 
 Creating a dialogic conversation platform where registered nurses and 
managers discuss their roles and expectations to facilitate a harmonious way 
of handling of patients’ complaints without displaying racial discrimination 
behaviour. 
 The approach to investigate and handle patients’ complaints’ should match 
the seriousness of the complaint lodged, not on the racial colour. 
 The pre-requisites for SANC registration renewal for registered nurses should 
include a thorough analysis of how their professional and ethical conduct 
influences the role modelling of therapeutic approach among students. 
 Managers should formulate guidelines and policies to guide registered nurses 
regarding the disclosures of patients’ information to ensure patients 
confidentiality. This will include disclosing patients’ information on a ‘need-to-
know basis’ only. 
 Registered nurses should prioritise patients’ privacy relative to the need rather 
than based on their race. 
 Registered nurses should negotiate plans for actions to maintain patients’ 
privacy, confidentiality and dignity even if these involve challenging the 
institution management or professional directives. 
 Recruit and retain more nurses to strike the balance between nurse patient-
ratios for registered nurses. This will include filling of vacant registered nurses’ 
posts as soon as possible in order to minimise work-related stress caused by 
overwork on the current registered nurses. 
 Hire caregivers and support staff to decrease workload emanating from doing 
non-nursing duties. 
 The shortage of registered nurses and workload should not be used as an 
excuse for failure to role model therapeutic approach for student nurses, it 
should happen spontaneously in the face of unrealistic nurse workloads. 
 Nurses should make proper entries in patient’s file instead of creating 
patients’ records in order to improve quality patient care.   
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4.5.2 Recommendations for nursing education 
 
 Hospital managers should include negative attitudes topic in the 
orientation programme of new staff, graduates entering into the clinical 
practice environment and student nurses. 
 Registered nurses to be adequately trained, supervised and supported by 
managers in order to handle patients’ complaints effectively. 
 In-service training for registered nurses to upgrade their knowledge on 
professionalism and ethical conduct. 
 The Department of Health (DoH) should allocate specific CPD (Continuing 
Professional Development) points for professional and ethical conduct of 
registered nurses to influence the positive experiences of student nurses 
on role modelling of therapeutic approach.  
 Registered nurses need to attend ethics courses to be able to engage in 
situations of advocating for patients: patient advocacy is based on 
prepared sound ethical nursing knowledge. 
 
4.5.3 Recommendation for future research 
 
 The study was conducted in one regional public hospital in Gauteng. 
Therefore, a replication of this study should be conducted in order to allow 
for the transferability of the findings. It will be interesting to find views of 
the participants from other regional public hospitals as well as private 
hospitals in Gauteng.    
 The researcher recommends that a qualitative study be conducted on the 
registered nurses’ perceptions regarding their own role modelling of 
therapeutic approach. This will present a more holistic perspective on role 
modelling of therapeutic approach at regional public hospitals. 
 
4.6 SUMMARY 
 
The purpose of this study was to explore and describe the experiences of student 
nurses on role modelling of therapeutic approach at a regional public hospital in 
Gauteng in order to enhance role modelling of therapeutic approach by registered 
nurses for student nurses. The research objectives and questions were clearly stated 
in order to direct the research study. A qualitative, explorative, descriptive, 
phenomenological and contextual research design was utilised. A purposive 
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sampling method was used to select the participants for the focus group interviews. 
Thematic coding of qualitative data analysis was used. Lincoln and Guba’s principles 
of trustworthiness and ethical principles according to Dhai and McQuoid- Mason 
were applied and adhered to. 
A detailed description of the findings and integration of relevant literature was done. 
One central theme emerged: student nurses had negative experiences on role 
modelling of therapeutic approach by registered nurse at a regional public hospital in 
Gauteng with themes and sub-themes. These include experienced non-therapeutic 
communication, lack of professionalism and ethical conduct and poor quality patient 
care rendered by registered nurses. Recommendations were made as a basis to 
address the experiences of student nurses in order to enhance role modelling of 
therapeutic approach by registered nurse at a regional public hospital.  
Registered nurses have close contact with student nurses in clinical setting. 
Therefore, they have numerous opportunities to role model therapeutic approach for 
student nurses when interacting with patients. Registered nurses, regardless of 
whether watched or not, they should prioritise and role model the therapeutic 
approach attributes such as politeness, friendliness, empathy, compassion, and 
show respect towards the patients in order to develop such approach into student 
nurses during clinical placement.  
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DEPARTMENT OF NURSING 
RESEARCH STUDY INFORMATION LETTER 
  
23/08/2017 
 
Good Day 
 
My name is Esther Albertinah Mpangane I would like to invite you to participate 
in a research study on: The experiences of student nurses on role modelling of 
therapeutic approach by registered nurses at a regional public hospital in 
Gauteng 
 
Before you decide on whether to participate, I would like to explain to you why 
the research is being done and what it will involve for you. I will go through the 
information letter with you and answer any questions you have. This should take 
about 30 to 45 minutes. The study is part of a research project being completed 
as a requirement for a Master’s Degree in nursing education through the 
University of Johannesburg. 
 
The purpose of this study is to understand student nurses’ lived experiences 
regarding the role modelling of a therapeutic approach by registered nurses at 
the regional public hospital in Gauteng in order to make recommendations to 
enhance role modelling of therapeutic approach for student nurses.  
 
Below, I have compiled a set of questions and answers that I believe will assist 
you in understanding the relevant details of participation in this research study. 
Please read through these. If you have any further questions I will be happy to 
answer them for you. 
 
DO I HAVE TO TAKE PART? 
No, you don’t have to. It is up to you to decide to participate in the study. I will 
describe the study and go through this information sheet. If you agree to take 
part, I will then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO 
PARTICIPATE? 
ANNEXURE D  
INFORMATION LETTER 
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WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? 
You will be required to be interviewed in the focus group interview session and share 
your experiences on the topic: The experiences of student nurses on role modelling 
of therapeutic approach by registered nurses at a regional public hospital in 
Gauteng.  Follow up questions from your responses will emerge, and to further 
prompt your perspectives. Estimated duration for the focus group interviews will be 
thirty to forty five minutes. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? 
 If you decide to participate, you are free to withdraw your consent at any time 
without giving a reason and without any consequences. If you wish to withdraw your 
consent, you must inform me as soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: You will not be paid to participate in this study and you will 
not bear any expenses. 
 
RISKS INVOLVED IN PARTICIPATION:  
There are no anticipated risks during this study. 
 
BENEFITS INVOLVED IN PARTICIPATION: 
To find a starting point for enhancing role modelling of therapeutic approach for 
student nurses at the regional public hospital in Gauteng 
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? 
Yes. Names on the questionnaire/data sheet will be removed once analysis starts. 
All data and back-ups thereof will be kept in password protected folders and/or 
locked away as applicable. Only I or my research supervisor will be authorised to 
use and/or disclose your anonymised information in connection with this research 
study. Any other person wishing to work with you anonymised information as part of 
the research process (e.g. an independent data coder) will be required to sign a 
confidentiality agreement before being allowed to do so. 
 
WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS?  
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Yes. Anonymous means that your personal details will not be recorded anywhere by 
me. As a result, it will not be possible for me or anyone else to identify your 
responses once these have been submitted. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY?  
The results will be written into a research report that will be assessed. In some 
cases, results may also be published in a scientific journal. In either case, you will 
not be identifiable in any documents, reports or publications. You will be given 
access to the study results if you would like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY? 
The study is being organised by me, under the guidance of my research supervisor 
at the Department of Nursing in the University of Johannesburg. This has not 
received any funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY?  
Before this study was allowed to start, it was reviewed in order to protect your 
interests. This review was done first by the Department of Nursing, and then 
secondly by the Faculty of Health Sciences Research Ethics Committee at the 
University of Johannesburg. In both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? 
 If you have any concerns or complaints about this research study, its procedures or 
risks and benefits, you should ask me. You should contact me at any time if you feel 
you have any concerns about being a part of this study. My contact details are as 
follows:  
 
 
Mrs Esther Albertinah Mpangane 
0835122265 ( Work number ) 011 644 8900 
esthermpangane44@gmail.com 
 
You may also contact my research supervisors: 
Dr.  A. Makhene 
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Email address: agnesm@uj.ac.za 
Dr. H. Ally 
Email address: hafisaa@uj.ac.za 
If you feel that any questions or complaints regarding your participation in this study 
have not been dealt with adequately, you may contact the Chairperson of the Faculty 
of Health Sciences Research Ethics Committee at the University of Johannesburg: 
Prof. C Stein 
Tel: 011 559-6686 
Email: cstein@uj.ac.za 
FURTHER INFORMATION AND CONTACT DETAILS: 
Should you wish to have more specific information about this research project 
information, have any questions, concerns or complaints about this research study, 
its procedures, risks and benefits, you should communicate with me using any of the 
contact details given above. 
Researcher: 
Mrs Esther Albertinah Mpangane (Student number: 201705915) 
< 
Signature:_________________________ 
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DEPARTMENT OF NURSING  
RESEARCH CONSENT FORM 
THE EXPERIENCES OF STUDENT NURSES ON ROLE MODELLING OF 
THERAPEUTIC APPROACH BY REGISTERED NURSES AT A REGIONAL 
PUBLIC HOSPITAL IN GAUTENG 
Please initial each box below: 
I   ____________________(Name and Surname) confirm that I have read and 
understand the information letter dated 30/04/2018 for the above study. I have had 
the opportunity to consider the information, ask questions and have had these 
answered satisfactorily. 
I understand that my participation is voluntary and that I am free to withdraw from 
this study at any time without giving any reason and without any consequences to 
me. 
I agree to take part in the above study. 
________________     ___________________  ________________ 
Name of Participant        Signature of Participant  Date 
_________________       ____________________ ________________ 
Name of Researcher      Signature of Researcher Date 
ANNEXURE E 
RESEARCH CONSENT FORM 
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DEPARTMENT OF NURSING 
 RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
THE EXPERIENCES OF STUDENT NURSES ON ROLE MODELLING OF 
THERAPEUTIC APPROACH BY REGISTERED NURSES AT A REGIONAL 
PUBLIC HOSPITAL IN GAUTENG 
Please initial each box below: 
I___________________________(Name and Surname)  hereby give consent for my 
interview, conducted as part of the above study, to be audio-taped. 
I understand that my personal details and identifying data will be changed in order to 
protect my identity. The audio tapes used for recording my interview will be 
destroyed two years after publication of the research. 
I have read this consent form and have been given the opportunity to ask questions. 
________________       ___________________  ________________ 
Name of Participant        Signature of Participant  Date 
_________________      _____________________ ________________ 
Name of Researcher      Signature of Researcher Date 
ANNEXURE F 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
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ANNEXURE G 
SAMPLE OF A TRANSCRIPT 
 
Transcription of a focus group interviews of second year Bridging course student 
nurses 
 
Topic: The experiences of student nurses on role modelling of therapeutic approach 
by registered nurses at a regional public hospital in Gauteng. 
 
Note: I      = Interviewer (Independent interviewer) 
         R     = Researcher 
         P 11  =Participant number 11 
         P 12  =Participant number 12 
         P 13  =Participant number 13 
         P 14  =Participant number 14 
         P 15  =Participant number 15 
         P 16  =Participant number 16 
 
Third Focus Group Interviews  
 
Date: 12June 2018 
Time: 12:10 
 
R Good morning everyone. My name is Esther Mpangane, a master’s degree 
student at University of Johannesburg.  I’m with Mrs Lydia Mdhluli, an 
independent interviewer. As I have explained previously when I was making 
an open invitation for you to participate in my study, and giving you 
information regarding the topic and purpose of the study which is the 
experiences of student nurses on role modelling of therapeutic approach by 
registered nurses at a regional public hospital in Gauteng in order to make 
recommendations to enhance role modelling of therapeutic approach for 
student nurses. 
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I Good afternoon once again, and welcome to the session. Tell us about your 
experiences with regard to the therapeutic approach that is role modelled to 
you by the registered nurses. How would you describe the therapeutic 
approach by the registered nurses towards patients? Anyone can start, just 
rise up your hand and we will address you by your new name for today only. 
Alright!!! P12 
P12 While working in medical OPD, I didn’t like it when patients were consulted as 
a group. There was no confidentiality, they were supposed to say their 
complaints in front of other patients, ‘what a shame’ (sad). Again, most of the 
patients, some were coming from KZN and others from far places, they were 
saying that they don’t have a transfer letters, registered nurse were just 
turning them back without treatment, not telling them the right thing and 
without even listening the reasons for not having referrals, and when I asked 
the sister ‘how could you treat them like this’, as if they are not human 
beings? Then the registered nurse said ‘you don’t know this people, they are 
like this, if you allow them, they will be like this and anyone will be like this. 
This approach has been going on like this even after I have asked 
them…they never changed…they were chasing them away the way they 
want, As for ARV’s, they were just putting them on the table for the patients to 
take them without any information. There is no confidentiality there. 
Sometimes you will find a cleaner or clerk helping the patient with issuing of 
medications. So it was horrible, I was pitying those patients because they 
were treated very badly (sad). 
I Alright!!! From all that you are saying is that, there is lack of confidentiality, 
lack of respect and negative attitude. I also picked up lack of empathy and 
irresponsibility with regard to the cleaner. It is quite a lot in one place and in 
one month. Any other contribution from your experiences? It can be anywhere 
in the hospital because this is your second year, you have had the whole first 
year and half on training. What you have observed with regard to therapeutic 
approach of the registered nurses towards the patients? Okay!!! P11 
P11 What I have noticed, there is no any privacy. I don’t know whether I can say it 
is due to racism or what? When it is time for position changing of patients in 
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the ward, you find that the registered nurses are not treating the whites and 
blacks like the same. If it is a black patient and there is no curtain in between, 
they will change the patient while other patients at both sides are looking, but 
if it is a white patient, they will try to make some means to create privacy. 
They will say ‘maybe let’s find a side ward or we can put the patient in the 
other ward where there is a curtain so that when they change, the patient can 
have privacy of his own.  
Another thing, you find that when they call the patients, they don’t call them 
by their names, they will call the patients by their diagnosis, for example 
’please can you go and give that TB patient treatment? They are not calling 
them by the surname. That is what I have experienced with most of the 
registered nurses. They will neglect patients, leaving the food until it is cold 
without feeding helpless patients, while the sisters are there and they are not 
even busy. 
I So, from you, I picked up three things: I picked up lack of care or should I say 
neglect with regard to other things they need to do for the patient like feeding, 
I’ve also picked up confidentiality, it’s coming again, and not treating the 
patient with dignity because when patients are called by their diagnosis, 
dignity is not restored there, neh!!!. I picked up lack of privacy that comes with 
racial concern especially when changing patients…white patients are 
provided with privacy while the counterpart blacks are not. Okay!!! P13     
P13 Okay!!! What I have experience is the negative attitude from the professional 
nurses. If the patient comes in or the relative comes in the ward, the attitude 
that they have, they don’t have the listening skills. They will listen may be half 
of the story not the whole content of what they are trying to say and answer 
the wrong things. As I’m saying the attitudes …some of them they are right 
and some of them are bad. 
I So, you are saying…okay!!! Elaborate on the attitudes because attitude is 
very broad, but from what you have said, I’ve noticed that there is a lack of 
listening skills and also a lack of safety because if you send someone through 
the ward to go and check, you don’t know whether this person is here to 
attack the patient or what, so that causes problems with safety as well. Now I 
just want you to elaborate a little bit more on the attitudes because on its own 
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is very broad. Just give us something…you know… with the attitudes in 
relation to therapeutic approach. 
P16 Sometimes you can see that the relative is angry now and the registered 
nurse will respond like ‘hai mara nawe baba’ meaning (and you Mr.) you 
didn’t say that’’ ‘u ya bona mara’ meaning (can you see now) you patient is 
here. There is that tension between the relative and the registered nurse. 
I The problem again touches the communication of the registered nurse to the 
relative.  
P14 Sometimes the relative will even want to escalate it because of anger now 
and want to report them that they were not treated in a good way when they 
came in the ward. 
I Aright!!! P12 
P12 Then the general worker who serves the food, she will enter the ward and put 
the food on the table like that and there is no sister or nurse to feed the 
patient. After 30 minutes she will then come back again and fetches the food 
back to the trolley. When nurses come back, they just write ‘the patient is 
eating food’; falsifying the information that patient took medications in an 
empty stomach. So I feel like more death occurs because of patients takes 
medications without the food. You can’t give medications in an empty 
stomach and then at the end you come and write that the patient is eating 
well and has taken medications. 
I  So there is an issue of negligence and negative approach in terms of caring 
for the patients. 
P15 My heart was so painful and when I arrived at home, I told my family 
that…you know what; I am working at the hospital, but the things that I see 
there are so painful The registered nurse did not even greet the patient and 
she just came in and put the tablets on the bedside locker. There is no caring 
approach there and my heart was so painful, that thing eish…it is not right 
(very sad). 
I It all comes to caring. Caring is feeding the patient and making sure that the 
patient is comfortable and the patient is getting the right type of medication 
and the right food. 
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You mentioned that the registered nurse did not even greet the patient and 
she came in and just put the tablets on the bedside locker. Now, there is an 
issue of identification as well there, because before you give medications, you 
must ensure that you are giving the right patient. 
I There is an issue of writing false information…you know…and besides taking 
medications on an empty stomach…you know…there is a nutrition need that 
is not met because you can die from hunger as well. Alright!!! There was P8 
and P7 .Okay!!! Let’s hear from P16. 
P16 I’m also going to add on the issue of respect. I noticed that registered nurses 
call the patients by bed numbers or their diagnosis. I also noticed that when 
R/Ns are doing Dr’s rounds, when they are supposed to screen for privacy, 
they never screen for privacy and the Dr will have to ask the patient about her 
HIV status in front of other six patients and then that patient just said, hmm…I 
don’t know although I knew that this patient know her HIV positive status. 
When I later asked the patient why have she lied about knowing her HIV 
status, the patient said “I know my status, but the way she asked me in front 
of everybody , in front of other patients, there is no privacy, I can’t tell her 
because I didn’t disclose to my family. 
I So this lack of confidentiality is not only the registered nurse and Dr as well 
…though it is the responsibility of the registered nurses to provide a means 
for maintaining privacy when preparing for Dr’s rounds, and the labelling of 
patients with their bed numbers and diagnosis as well. Alright!!! P14. 
P14 What I have experienced is the way the R/Ns are supposed to be giving 
health education to the patients. You find that the patient maybe is having a 
leg ulcer or something like a gangrene, the registered nurses will come to the 
patient and say ‘ baba , are you smoking? Then when the patient says yes, 
the R/N will just say you must stop smoking, instead of telling this patient that 
this condition is…the smoking is causing this condition, can you please try to 
reduce the number of cigarettes that you are smoking. They will just tell the 
patient that ‘ baba , you must stop smoking or else ‘bazo ku nxamula linyawo’ 
meaning (your leg will be amputated).The patient will not know what does that 
mean to stop smoking …he will not know how smoking is related to his 
condition. They are just rude…no politeness when talking to patients. 
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P14 Again, when the patient is getting IV treatment, the patient doesn’t know that 
when the IV is empty, he supposed to keep the line, some of the patients just 
remove, then the registered nurses will shout at the patient as if they have 
told the patient that you mustn’t remove it but at least let the nurses know that 
the IV line is empty now. They will shout at the patient. They were supposed 
to give health education that if this IV is finished, please let us know so that 
we can refill it, you must remove it. Even with this gangrene thing, tell the 
patient that smoking causes this and this, you must please try stop. I know 
that you cannot stop at one time, but try. 
I So, from what you are saying is that it comes back to communication in giving 
health education. Before you make a recommendation, the patient must be 
clearly informed in a polite manner about their habits in relation to their 
conditions and the other part relate to communication whereby they must be 
informed that they must not interfere with the IV line, neh? Any other 
experiences that you have had with regard to the therapeutic approach by the 
registered nurses that you have observed? Yes!!! P12 …oh!!! I forgot to come 
back to you.  
P12 My sister was admitted, she said the Dr ordered blood tests for HIV while  
other patients were listening, and the other patients said to her,  no, don’t run 
away, now is your time, we want to see your status because you know our 
status since it was disclosed in front of others. So, the R/N tried to correct the 
Dr not say patients’ HIV status in front of other patients. 
I So, you are actually saying that the registered nurse tried to address that with 
the Dr. So, that is the sign of a good therapeutic approach from the registered 
nurses. Remember, the study here is about the registered nurses, we see the 
point that the Dr has done, but the Dr is not part of the study. So we are 
forced to look at the registered nurse who tried to address the Dr as an 
advocate of the patient. More contributions…any other things that you have 
observed? 
P11 In terms of this advocacy, yes I can say you will find that the Drs are sending 
patients back when they are coming for the collection of treatment on the 
wrong dates and R/Ns will say nothing even when the patient tries to explain 
reasons for missed dates, ‘I was not well’, but the sisters (R/Ns), don’t want 
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listen to the patient. They will tell the patient to go back to the clerk to find the 
date of the next week, so the sister doesn’t advocate for the patient to say ‘no 
Dr, due to the condition of the patient, please can you try to give the patient 
treatment for two weeks while she will be coming again in the next two weeks. 
While they were talking there, the patient started to have fits in front of them. 
I So, what you have observed is that there is lack of advocacy on the part of 
the registered nurse. Have you exhausted everything that you have 
observed?  Okay!!! P13. 
P13 I also observed that when the R/N are doing family planning, even if the 
patient is going there for the first time, they were supposed to tell them about 
all the methods that this one is working like this, this one is working like this, 
so that you can chose, so they just call all the patients, maybe like five five, 
even if it is for the first time or what, they just say ‘ which one do you want, 
three months or two months…you don’t even know what is two months, what 
is three months…maybe your friend is getting three months, you just say I 
also want the three months, then they just inject you the three months. They 
don’t give health education about all the methods…they are pushing the line. 
I So, that therapeutic approach, what would you say about it? Is it good, is it 
bad?  
P12 It is bad. They are supposed to sit with you and explain everything, one by 
one…this is three months, it is petogen, it is working like this and teaching the 
patients about the side effects’ but they don’t do that, they just push the line, 
and there is also no privacy and confidentiality because you find that five e 
patients are in the same room, then they are required to just expose, and the 
nurse gives an injection, then they go out. 
I So the lack of privacy and confidentiality comes again, and the lack of 
confidentiality and the lack of giving patients or clients information to make an 
informed decision with regard to service that they want, and also, there is a 
lack of safety as well because with contraceptives it is important to give them 
information because if the teenager comes and say I want the three months 
which is depo-provera, for example…which can cause sterilization. And that 
teenager if she uses it for many years she might end up being sterile . So, 
safety issues are important as well, and you have mentioned side-effects as 
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well, also comes into safety matters. Okay!!!  
P13 So I want talk about lack of advocacy of the patient. As you are taking rounds 
with the Dr, you must be an advocate to the patient. So, during Dr’s rounds, 
Dr was shouting at me saying “I wrote that VCT staff must come and see this 
patient yesterday and it was not done. The Dr said if the patient would have 
started the treatment, it was not going to be like this. I end up going to 
professional manager (R/N) and tell her that I don’t think you are doing follow 
ups, because the Dr ordered VCT for the patient on the fourth of June, today 
is the eleventh, no VCT done, no nothing. That is when they stand up calling 
for VCT staff, shouting at them, and it was late. When I come this morning, 
the patient was gone. So to advocate for the patient, it is very important. 
When you are with the patient, you must go all out with the advocacy of the 
patient. 
I So, there is lack of holistic care which includes lack of advocacy and 
monitoring and handover. If report writing is done properly, such things will 
not be missed out.  Alright!!! As I was saying that do you think that you’ll want 
to be such a registered nurse, and if not, why? Yes!!! P15. 
P15 As I have experienced the good and the bad approach, I wouldn’t say that I 
will follow the bad approach. It is my responsibility to change that bad 
approach to good approach because if I have seen something wrong being 
done, I must change it.  
P16 I think it comes back to the registered nurse whereby they have to motivate 
their subordinates so that…I think may be sometimes registered nurses they 
have got a lot of work to do which may be the cause of poor therapeutic 
approach towards the patients, but if the subordinates doesn’t help that much, 
they will end up developing burnout. I have seen other registered nurse 
whereby the subordinates, after everything has been done, he will go to each 
and every cubicle and check the work that has been done whether it has 
being done correctly, and he will rate the cubicle, they get 90%, they get 70%, 
they get 100%, it motivates the subordinates so that the load to the registered 
nurse mustn’t be too heavy and maybe he will able to relax and do his job 
well. I think rating of registered nurses’ therapeutic approach to patients must 
be done every day at the end of the shift.  
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I So, you have given us a recommendation to deal with a monitoring, rating of 
registered nurses’ approach to patients, neh? So, you have mentioned that 
the staff needs to be motivated to do well. Alright!!! P12 
P12 When I see something wrong, I don’t keep quiet and I don’t feel good when I 
see something wrong about the patient. If my staff lack that therapeutic 
approach, for example, when I observe that they are rude and not polite to the 
patients, I will arrange in-service training regarding that matter to correct that 
approach towards the patients. If I see nurses taking rounds not advocating 
for the patient, I will arrange for the meeting, we must teach them how to take 
care of the patient so that we can limit unnecessary deaths and patient 
negligence. We must have sympathy with the patient. So, myself, I will lead 
by example, more especially advocating for the patient. I’m ready to do the 
right thing because I can see the wrong approach by registered nurse. 
I So, your recommendation is to address advocacy and to ensure that patients 
receive proper care. Okay!!! Anyone? Because I see that you have already 
entered the next part of the session on the recommendations, so let us 
continue with the recommendations because I wanted to hear you from your 
heart if you would want to…what is the possibility for you to do the same thing 
that is done because it seems as if is a norm, it is carrying on, so, would you 
carry on doing it, if not, why…and I realised that, that question makes you fall 
into recommendations?  Let us continue with the recommendations since we 
are on that part, so as it was mentioned earlier as we have picked up in this 
session is that there are issues of communication problems, not being polite 
to patients, issues of privacy and confidentiality, of empathy, lack of respect 
and safety, neh? What will you recommend on this point that we have picked 
up …that came out clear that there is lack of listening skills? What would you 
recommend? Okay!!! What would you suggest that can be done in order to 
correct it? Alright!!! P16. 
P16 I think maybe if we work as a team with the subordinates. I can say if you are 
working as a team with your subordinates all the patients will receive the 
proper nursing care, you are helping each other. Don’t say because I am an 
R/N, I can’t do this, this is a task for E/N, if you are working as a team and 
you are helping each other, I think even the patients will benefit, they will 
137 
 
receive a proper nursing care. 
I So, the team work will fix the caring part because there is a lack of caring as 
well, neh? Okay!!! P12. 
P12 I also think that it is the workload towards the R/Ns that makes them to be like 
that. 
I What do you mean like that? 
P12 …like having bad approach towards the patients because everything is on 
them, even the subordinates, they come to them. If they can employ more 
staff, I think that could also make them know that today I’m going to work, I 
know like…I have got so much patients, not like twenty patients in the ward 
are all under her. The resources too, I think they influence the bad approach 
because they will keep on asking if they don’t have, they will ask from another 
ward and if they don’t have, the patient end up not getting proper care. 
I I hear you, neh!!! I just want to bring you back because we are going back 
again to collect things, although it is also important that which you are 
mentioning, I just need recommendations to address that which came out 
from your discussion  as a problem: your communication, privacy , 
confidentiality, safety , lack of information towards the patient, neh!!!  What 
can be done in order to correct this? Let’s take one by one: okay!!! Let’s take 
communication…what do you suggest can be done to correct this 
communication problem? 
P11 I think in-service training must be done… 
I On what? 
P14 On giving a good health education, telling the patient advantages and 
disadvantages. Don’t just…(pause) yeah!!!      
I I accept what you are saying, and I also just want to remind you that 
communication came as not giving patients information, and it also appeared 
in communicating with the patient and talking about their diagnosis in front of 
everyone, in as much as it is privacy and confidentiality, that also falls under 
communication, because e communication is happening whilst other people 
are listening, Yes!!! that is a problem, and another communication problem 
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was with the addressing the very same patient …not talking well to the 
patient, being rude and shouting…am I right? I think it did come up as well 
that one…we can put it as attitude sort of because they were communicating 
with the patient, neh!!! So what would you recommend to be done? P15 
 
P15 I think in the unit there must be this thing in the morning before they start 
working. They must address the problems that arise in the unit. The OM 
(Operational Manager) must ask the registered nurses that ‘what do you think 
about yourself, to do the introspection. Each and every registered nurse in the 
unit must rate her approach to the patient, how does she communicate with 
the patients and also the relatives. I think that might be a solution.  
I So, with communication we have heard the recommendation that there must 
be in-service training with regard to giving health education to patients and 
there must be time allocated to do an introspection to reflect on what you 
have done to the patient, and maybe that will help you to change your 
approach and do what is right. 
P15 …and you will realise that you are not doing good. 
I Any other recommendations on communication? Should we move to privacy 
then…what would you recommend to be done on privacy problem? There are 
a lot of issues affecting privacy, like the one of…was it you mentioning the 
curtains? It’s you neh!!! Yes!!! and it brings in racism as well, we heard a 
matter of race, where if it is another race, then means are made to maintain 
that privacy, but if it is a certain race again, it doesn’t matter …privacy doesn’t 
matter. So this privacy comes in the care of the patient and it also come in 
communication of the status of the patient or diagnosis of the patient that is 
sensitive. So, what do you suggest or recommend? 
P11 I think under privacy, the infrastructure of our facilities are not the same, if 
they can change how it is right now so that they can treat the individual 
isolated or separately. Provision and the use of mobile screen can also help. 
I In areas like the one that P12 told us that five patients are consulted in one 
room at the same time without privacy, patients are told to expose and 
administer an injection. What would you recommend that such negative 
approach of not providing patient privacy can be corrected? 
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P13 Disciplinary measures must be taken against those registered nurses who are 
found to be having negative attitudes. Other thing that can help is the in-
service training. 
I What must be included in the in-service training 
P14 Ma’am…theory is not the same as practice. The in-service training must 
include training of registered nurses on how to improvise, make other means 
to respect the privacy of the patient because as P15 was talking about the 
infrastructures, overcrowding of patients is growing and other means must be 
made…you...know…  
P16 Registered nurses must learn to make suggestions even if the suggestion is 
coming from the student nurses. Student nurses are from class, they have 
learned theory of therapeutic approach and they want to try to implement it 
with the help of registered nurse, because if they undermine that person, they 
won’t listen to him or her. 
I So, your recommendation is that they must not judge people; they must listen 
to everyone irrespective of… (Interrupted)  level. 
P15 ….even if you are not in their level…  
I Any other recommendation on listening skills? 
P11 Another thing if you a registered nurse and  you don’t have time to listen to 
that patient at that time or you are busy, refer that patient or relative to 
somebody that you know will help her rather than ignoring… 
I So, if sometimes you find that you are overwhelmed, you are busy with 
something and when somebody comes and then you lose patience and you 
send them away, instead, rather refer and get someone who you think can 
help them. Lack of safety is another issue that came in…that emerged from 
your discussion. What would you recommend on the safety issue? Safety 
came in as when someone is looking for a relative and they are send in to 
look for their relative by themselves in the ward… and safety came in again 
when patients are made to make a decision without information given to 
them, disregarding safety in terms of side- effects…and another safety came 
when the registered nurse came and put the tablets on the cardiac trolley 
without identification to say this is the right medication given to the right 
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patient. Nutrition is another safety issue as well because if patient’s nutrition 
need is not met, it is unsafe for the patient, hence P13 said the patient can 
die…if they take medication in an empty stomach, they can die…it’s a safety 
issue as well because some medications like brufen for example…they are 
corrosive, so if they are taken on an empty stomach, they cause ulcers. So, 
what would you recommend? 
P13 I think if you do have love for your patients, you will have empathy for them, 
you won’t make a mistake like of putting the medications on the bedside 
locker and take back that medication into the medicine trolley because patient 
didn’t take it, if you love your patients and you love your work and your 
patients you won’t do that to limit unnecessary deaths of patients due to poor 
nutrition. With that love and empathy, things can change. 
I So, we hear the recommendation that people should have passion for their 
work, love their patients and have empathy. It comes back to what …I think is 
P12 or P15 who said, if you think of yourself being in the shoes of that 
person, then you’ll do right Any more recommendations on safety? 
P12 On the issue of safety, I think the registered nurse need to be responsible on 
their work. You can’t just send somebody to go and look for the patient on 
hisown, you need to find out how that person is related to that patient, and 
you have to go and check by yourself and  ask the patient  ‘do you know so 
and so, how are you related, because he is looking for you…and you let that 
person in if the patient allows that person to come. So, you have to be 
responsible as a professional nurse because you won’t know, maybe the 
patient is at the hospital for different conditions, you find out that is a stabbed 
patient, you even don’t know, you find out that person who is looking for that 
patient is the one who stabbed that patient, and you let that person to go in. 
So, registered nurses need to be responsible. 
I I’m interested on the issue of attitude, how can registered nurses improve 
their attitudes as you have mentioned in the discussion that registered nurse 
present with negative attitude when approaching the patients. 
P16 If you don’t have love of your work you don’t have time for patients and you 
are used to it, therefore you have a problem, you need to be disciplined.  
I What would you recommend must be done? What would you recommend 
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registered nurses should do? 
P15 Respect. I think respecting one another, like when the relatives comes in, yes 
you have got a lot of work, but respect that person who is approaching you 
never mind that it is almost eight hours you have been standing, that person 
doesn’t know that you have been standing for the whole eight hours, but 
when he or she comes towards you, just give her respect and listen to what 
she or he want to say.  
I Okay!!! Any other recommendations. P14, it seems you have something to 
say. 
P14 I want to say maybe is because of overwork, if somebody is coming to you 
now and you are already overworked, I think it is possible that it can be 
overworked. 
I What do you suggest can be done because this overwork cannot be removed 
because we have influx of patients, they want care, and so what are your 
recommendations in this regard? 
Ps (simultaneously) hire more staff 
P11 …or overtime, maybe people to come and do overtime. 
P16 Attitude sometimes doesn’t come with overwork, some people they just have 
attitude naturally even if they are not being overworked. I think they must be 
reminded, like…every time, there must be this thing that must be done to 
remind nurses that every time you must control your attitude, there must be 
something that must be done because it might not be because of overworked. 
We end up forgetting that we are dealing with human beings. 
P13 …and I think even giving warning to somebody who has an attitude to the 
patients, it will let the people learn from him. Start by warning first, number 
two, number three, because this is the serious thing, if you are having attitude 
towards patient, really warning must be issued. 
I So, they must be reminded and there must be a warning as well. I want P12 
to elaborate a little bit on the warning…how should the warning be done?  
What is your recommendation?...no…not the warning, the reminder… 
P12 Yeah!!! With the reminder, maybe we must have the book where we can write 
that I have seen I’ve seen something or negative attitudes in so and so, you 
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don’t mention your name , whereby the management or the OM will come and 
check  who had an attitude, how often in a week and he must sit down with 
that person and talk to her or him that please ‘I’ve realized that your attitude 
here, as we are doing peer monitoring, I have realised that most of the 
complaints is about you, please will you try and control your attitude, maybe it 
can help. 
I Do you mean you only write the name of the officer you are rating, but you 
don’t write you name as the one who is rating her or she.  
P12 …yes , you write the name of the officer, the one who you have observed that 
he or she has an attitude. 
P15 Maybe I don’t understand, who must write? 
P12 …the subordinates in the ward. As we are working in the ward, maybe I’ve 
realised that you have got an attitude, maybe me or the three of us will write 
about you that we have realised that you have an attitude, then OM will 
realise that this one has an attitude because it is not only one person that has 
mentioned her, maybe is 3,4,5… 
P15 I don’t think it will work from the subordinates, I think it can only work when 
being done by the patients because those forms, sometimes we give to the 
patients that they must write the good and the bad about the sisters because 
sometimes if it can be the subordinates, we can write because I hate sister so 
and so, then but if it different patients … 
P15 If the newly admitted patients today write that sister so and so is having 
attitude and that patient got discharged, and another patient also write about 
the same sister as having attitude, then it will mean something is wrong about 
that sister, I think so… 
P12 …if maybe patients don’t know our names? 
P15 No…isn’t that we have to wear name tags, patients have right to be nursed by 
an identified health care provider. How can you treat patient without name 
tag? When we give them the papers, you must tell your staff that you must 
wear your name tags so that they can know, not to say that one with such 
hairstyle: no, they must write that sister so and so is having an attitude. After 
a week, when patient is discharged, another admission, still same sister and 
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something is wrong with that sister and something has to be done with that 
sister…it is not the same patient. 
P11 I think in terms of this suggestions that has been written by the patients and 
families, what I have noticed is that, they take long to give the report to the 
staff, you will find that, that somebody who was having an attitude to that 
patient or family, he forgot what he did, I think if they can do it, they are doing 
it late. I think it can be done monthly to remind the staff. 
I Your suggestion is that feedback about patients and family’s reports must be 
done monthly. 
P11 …yes!!! 
P14 I realised that in my ward, I can’t mention the name, every day the registered 
nurse will take the files of the patients and just sign without giving the 
medications and then she will put it back again. She only sign and sign 
although she didn’t give the medication. All of the staff then wrote the letter to 
the OM, we wrote to say ‘sister so and so do like this, after that, we gave to 
the OM without writing our names, then the OM will take this letter and read, 
and after that, she will call that sister, and that sister cried, but after that, that 
sister was okay!!! then after five months, she resigned. 
I Okay!!! But she managed to do the right thing. Okay!!! I think we have come 
to the end of this session. Thank you very much for your 
contributions…valuable information. Okay!!! Thank you!!!               
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ANNEXURE H 
TURNITIN PROOF OF SUBMISSION AND REPORT 
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ANNEXUTE I: LANGUAGE EDITING AND PROOFREADING CERTIFICATE.
